JOURNAL 


of the 
INDIAN MEDICAL ASSOCIATION 


CALCUTTA JANUARY 1. 1959 


NUMBER 1 


VOLUME 32 


Single copy: Iniand Re. Foreign Rs. 1.25 


Published twice a month. Annual Subscription: Inland Rs. 24/-; Foreign Rs. 


Bromofen 


Rauwolfia in combination with other 
sedative drugs is now the standard 
treatment for hypertensive states. 


Hypotensive 
Sedative 


Bromofen elixir which contains bromide 
and phenobarbitone in addition to a 
standardised liquid extract of 
Rauwolfia, effectively reduces high 


blood pressure, allays anxiety states and 


Y 


promotes restful sleep. 


Supplies : In original phials containing 
four ounces of the elixir. 
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RESPOND 
BEST 
TO 


SYNERMYCIN 


MARK 
OF 
TRUE 
BROAD-SCOPE 
SYNERGISM 


Over 90 per cent of the infections seen by the 

average Lelb ve are best treated with + oa SYNERMYCIN HAS PROVED SUCCESSFUL IN 
mycin. The unique synergism of its two _ 
components—tetracycline and oleandomycin— 
assures rapid and dependable action against 
numerous bacterial strains, including many 
that are resistant to other antibiotics. 
Synermycin is the logical choice for the 9 out of 10 in- 


fections treated at home or office, where complete 
laboratory tests are not practicable. 


ef respiratory tract infections 


of digestive tract infections 


<°., of genitourinary tract infections 


CAPSULES 250 mg., bottles of 8, 16 and 100 
INTRAVENOUS 250 mg. °., of infections of the bones, soft tissues 


and skin 
(Pfizer) World's Largest Dreduces Anlibiolics 


VITAMIN-MINERAL FORMULATIONS - HORMONES 


98°, of miscellaneous systemic infections 


RAVISON PHARMACEUTICALS PRIVATE LTD. 98°, of staphylococcal infections resistant to 


Post Box 1636, Bombay |. other antibiotics 


Exclusive Distributors in India for : * 
PFIZER EASTERN CORPORATION, fy 
New York, Panama & Brussels 


Oleandomycin-tetracycline 


*Trademark of Chas. Pfizer & Co., Inc, 
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ACHROMYCIN OPHTHALMIC 
OIL SUSPENSION Ix 


has been specially developed to make the topical 

use of ACHROMYCIN tetracycline in eye infec- 

tions even simpler and more effective. The 

Oil Suspension offers optimal dispersion of the antibiotic; it diffuses rapidly into the conjunctival 
sac, has less effect on visual acuity, and provides longer-lasting antibiotic effectiveness. This new 
form of ACHROMYCIN is acceptable in every sense—to patient and physician alike. The new 
plastic dropper-type bottle makes accurate dosage easy, and the preparation Is virtually free 
from side-effects. Because the product is so effective and simple to use, the patient can co-operate 
fully in following the treatment prescribed. That is why ACHROMYCIN Ophthalmic Oil Sus- 
pension 1% is now the treatment of first choice in many common forms of eye infection. 


ACHROMYCIN 


TETRACYCLINE 
#TRADE MARK OPHTHALMIC OIL SUSPENSION 


Each mi. of ACHROMYCIN Ophthalmic Oil Suspension contains Tetracycline HCI 10 mg. 
CLederie) Supplied in plastic dropper - type bottles of 6 mi. ‘ 


LEDERLE LABORATORIES (INDIA) PRIVATE LIMITED, P.O. B. 1994, BOMBAY f 
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BROMO 
RAULFIN 


IN BRITAIN 


under British National Health Scheme. It 
available of all 
country including : 
BOOTS .- all branches 
TIMOTHY WHITE - all branches 
JOHN BELL & CROYDEN LTD. 
Wigmore Street, London W. 1 
JOHN R. CAMPBELL, 
104, Kings Cross Street, London W. 
WAVELL & CO. LTD, 
e 182, Kings Road, London S. W. 3 
etc. etc. 


CALCUTTA-27 


leading chemists in that 


EASTERN DRUG CO. LTD. 


BROMO 
RAULFIN 


AU alkaloids and Resin fraction 


Bromo-Raulfin is a total extract preparation 
of R. Serpentina containing all alkaloids 
and resin fraction present in the drug. 
Though the individual alkaloids have 
manifested their inadequacy in Rauwolfia 
therapy, this classical Rauwolfia preparation 
still maintains its lead due to the presence 
of all these active principles. 


Bromo-Raulfin has been accepted by the 
Government of Great Britain for prescription 
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with Chleroa 


Sulphonamide cum Oxyquinoline Suspension 
ne & Pectin 


COMPOSITION 


Each 30 c.c. contains approximately 


Succinylsulphathiazole. 
Phthalylsulphathiagole, 


Pectin, 
Kaolin, 


Di-iodohydroxyqwino int. 
Chloroquine Diphosphate. 


FREE SAMPLES TO THE PHYSICIANS ON REQUEST 


A PRODUCT OF 
G. 0 PHARMACEUTICALS PRIVATE 
WIVEDITA LANE, CALCUTTA? 


35G 
175G 
7G 
8G 
175G 
35G 


Preservative and favouring QS. 
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BLACK AND 
WHITE MAGIC 


There is no magic about modern surgery. The means of inducing 
anesthesia are so highly developed and effective that the surgeon 


can coolly prosecute his work varying it to suit any exigency. 


In processing aether anesthetic for the country's hospitals, 


surgical clinics and maternity homes, we are conscious of 
our grave responsibility. Strict and continuous laboratory 
and chemical control in our modern plant, ensures 
the high quality of our product. Always processed to BP standards. 


ETHER 


for anesthesia 


Monufactured by Available in 1 ib. & 8 oz. bottles. 


HYDERABAD CHEMICAL AND PHARMACEUTICAL WORKS LIMITED 
HYDERABAD ON 


India’s largest producer of Aether Anesihetics and Acther Solvens 


br: Sole Distributors for India (except Assam, Bengal, Bihor & Orissa): 


MESERS. HERBERTSONS PRIVATE LTD. Bombay + Delhi 


Sole Distributors for Assam, Bengal, Bihar and Orissa: 
MESSRS. RAVI TRADING CO. 5, Give Row,Calcutes 
Sab end Stockists in important towns and cities of indie 
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CHLORAMPHYCIN 


DRY SYRUP 


(Chloramphenicol monostearoylglycolate - 3) 


C.F. BOEHRINGER & SOEHNE, G.M.B.H. MANNHEIM, 
GERMANY 


Details from: 
NEO-PHARMA PRIVATE LIMITED 
Kasturi Buildings, Churchgate Reclamation, BOMBAY | 
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Most Useful Rauwolfia Products 
for 
The Medical Profession. 


RAUWOLFIA FAMILY : — 


R. S. FORTE | 


Oral Treapy for reduction of Blood—pressure. 


An adjunct to Oral Therapy for all positive and gradual 
fall of Blood pressure. 


R. S.. FORTE 


( Parénteral) 


L U Cl N—H (a) A tranquilliser in mental diseases and in Psychiatry. 
(Oral & Parenteral) (b) Blood Coagulant. (Action like Vit K:) 


PIONEERS IN THE FIELD OF RAUWOLFIA RESEARCH 


GLUCONATE LIMITED. 


70/A, Prinsep Street, Calcutta-13. 


i n @ Convalescence 
@ Mal - Nutrition 
@ After-Care of Mothers 


HEALTH’S 


ZYMOTONE 


—a really broad spectrum nutritional tonic — 
Remarkable metabolic—anabolic aid to vigorous 


health & longer life....for all patients 
Each fluid ounce contains 


. Aminc acids 


Zymotone Provides : 


Digestive enzymes 
to ald digestion. 
Whole natural B-Com- 
plex from Liver & 
Yeast—plus_ crystal- 
line B. Factors. 


. Lipotropic agents in 


maintaining liver 
function and to pre- 
vent vascular de- 
generation. 

from 
animal  proteins—& 
valWable nutrients to 
build up physical & 
nervous system. 


. Vitamin Bis & mine- 


rals—tissue & blood 
building factors. 


Diastase 
Pepsin 
Papain 
Pancreatin 
Proteolysed 
liver 

. Casein 
Ext. Yeast 
Vit. B, 
Vit. B, 
Vit. By 
Niacinamide 
Pantheno! 
Vit. Bis 
Inositol 
Betaine 


500 mg. 
125 mg. 
75 mg. 
125 mg. 


250 mg. 
250 mg. 
200 mg. 
3 mg. 
2 mg. 
1 mg. 
50 mg. 
2 mg. 
4mcgm. 
100 mg. 
100 mg. 


Cal. Glycero- 


phos 


Manganese ., 


Alcohol 


300 mg. 
10 mg. 


15% v/v. 
Indian Health Institute & Lab. Ltd. 


1, HEALTH INSTITUTE ROAD 
Dum Dum Cantt. Calcutta-28 


guarantees rapid progress 


Glycerophosphates of Sodium, Calcium, 

Strychnine, Mag-chloride, Sodiarsenate, 

Lecithin, Vitamin A, B,, B,, C, D, Nico- 

tinic acid, alcohol 17% proof. 
Manufactured by 


Dragon Chemical Works (R) Pvt. Ltd. 


204/1, Russa Road South, Calcutta-33. 
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@ PENIVORAL : 12 scored tablets Vv fa. @ Stable in Acids— 
of 100,000 1.U. of Penicillin V a ae : 


@ PENIVORAL FORTE: 12 scored In the stomach. 
tablets of 200,000 1.U. of Peni- ile @ Completely absorbed by 


cillin_V. the duodenum. 
@ PENIVORAL - TRISULFAS: 100,000 1.U. @ Perfectly tolerated. 
of Penicillin V. > 


and = @ Same activity as parenteral 
150 mg. Sulfadiazine Penicillin therapy. 
150 mg. Sulfamerazine 


150 mg. Sulfathiazole 


Utterature from: 
FRANCO-INDIAN UNITED LABORATORIES, 


Bapnu Ghar, Hornby Vellard, BOMBAY 18 
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on par with Parenteral administration, 
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ESKAMEL for acne 


Menley & James Limited (/ncorporated in England with limited liability) 


141 Fort Street, Bombay : 
Distributed by Pharmed Private Limited, P.O. Box 1185, Bombay 


“Eskame!’ is a trade mark 


EM:PAI9 Ind 


January 1, 1959 J. 1. M. A. Advertiser ix 


n MGB brand Medical Product 


SULPHATHIAZOLE 


SULPHADIAZINE 


SULPHAMERAZINE 


“STREPTOTRIAD’ 


2 


STREPTOMYCIN bes 
RISULPHONAMIDE 


STREPTOMYCIN 


* COMBINED ACTIVITY OF 3 POTENT SULPHONAMIDES 
WITH STREPTOMYCIN FOR THE TREATMENT OF BACILLARY 
DYSENTERY 


* THE SYSTEMIC ACTION OF THE SULPHONAMIDES HAS A 
RAPID EFFECT ON THE ACUTE PHASE OF DYSENTERY 


2K THE UNABSORBED STREPTOMYCIN IS EFFECTIVE IN THE 
GUT 


* LITTLE LIKELIHOOD OF SIDE-EFFECTS BECAUSE MIXED 
SULPHONAMIDES ARE USED 


‘Streptotriad’ is presented as pink uncoated tablets each 
containing streptomycin 65 mg. (in the form of the sulphate), 
sulphathiazole 100 mg., sulphadiazine 100 mg. and sulpha- 


merazine 65 mg. MANUFACTURED BY 


MAY & BAKER LTD 


Distributed by: 
MAY & BAKER (INDIA) PRIVATE LTD - BOMBAY + CALCUTTA - GAUHATI - MADRAS - NEW DELHI 
MA4677 -159 
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Complex B ‘Glaxo’ 


(Vitamin Bi7/B Complex) 


For oral use: 
Tablets: Bottles of 50, 250 & 1000. 
Liquid: Bottles of 4 fl. oz. & 16 fl. oz. 


For injection: 


Vials: 10 cc. rubber-capped. 


Compiex B Forte 
‘Glaxo’ 


A freeze-dried injection of B 
complex vitamins containing high 
doses of Bj2& Bi, for intramuscular 
or intravenous use. Complex B 
Forte ‘Glaxo’ is prescribed when 
high doses are required and in 
toxic and confusional states, 
mental disorders, liver diseases 
and anaemia; also for quicker 
effect in vitamin B deficiency 
states, 


Vials: 5 cc. rubber-capped (with 
5 cc. ampoule of distilled water) 
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GLAXO LABORATORIES (INDIA) PRIVATE LTD. Bombay ¢ Calcutta ¢ Madras © New Delhi 
Q. 56 (a) 
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Stops ‘blee i 


its source. 
bolt’ in cases of bleeding of every description e 


Sole 


NEO-PHARMA (Private) LIMITED - Kasturi Buildings, 
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Bivinal 


for te With Vitamin C 


( VITAMIN B COMPLEX WITH VITAMIN C ) 


Useful in 
Fevers and 
Infections, 
Pregnancy and 
Lactation, 
Periods 
of Stress and 


Strain etc. 


COMPOSITION: 

Each capsule contains :- 

Vitamin B; B.P. 10 mg. 
Vitamin B2 (Riboflavin B.P.) 10 mg. 
Vitamin Be B.P.C. 
Niacinamide B.P. .. 50 mg. 
Calcium Pantothenate U.S.P. 25 mg. 
Vitamin C B.P. «+ 150 mg. 


ALEMBIC CHEMICAL WORKS CO. 
LTD., BARODA-3. 


You can put your 
confidence in 
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Latest and ideal antacid 


ALUCINOL 


DOUBLE-ACTIONED. 


ALUCINOL is the trademark for a combination in 
tablet form of Aluminium Hydroxide Gel and 
Aluminium Glycinate. This synergistic combination has 
been adopted for immediate and delayed action. 


THE GREAT ADVANTAGE of ALUCINOL is that the 
tablets dissolve within seconds ina glass of water to 
make a milky solution with a peppermint taste, thus 
increasing 10,000 times the surface of absorption. 


INDICATIONS 
Hyperaciaity 
Gastro - intestinal ulcers 
Gastritis 


Hyperchlortydric dyspepsia 


PRESENTATION 


Vial of 20 tablets 
containing each 300 mg. 

of Aluminium Glycinate. 
and 300 mg. of 
Aluminium Hydroxide gel. 


DOSAGE 


One tablet twice a 
day after meals in half 
a glass of water or as 
required. 


Literature from : 


FRANCO-INDIAN UNITED LABORATORIES, 


Bapnu Ghar, Hornby Vellard, BOMBAY 18. 
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A potent haematinic compound 
providing comprehensive therapy 
for all nutritional anaemias. 
Packings: 


Bottles of 30-and 100 capsules 
Tins of 500 capsules 


A product of 
TEDDINGTON CHEMICAL FACTORY 


PRIVATE LTD. 
Surén Road, Andheri, Bombay 


le Distributors : 


W. T. SUREN & CO. PRIVATE 


P. O. Box 229, Bombay | 


Branches 
Madras P. O. Box 1286 
Calcutta P. O. Box 672 
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STYPTINDON 


HAEMOSTYPTIC—ANTIHAEMORRHAGIC 
Each tablet contains: 


Vitamin C B.P. 50 mg. 
Rutin N.F. ee ee 25 mg. 
Vitamin K 5 mg. 


(Menadione Sodium Bisulphite LP.) 
Packings: 25, 100, 500 & 1000 Tablets. 


Manufactured by 


INDO-PHARMA 
PHARMACEUTICAL WORKS 


PRIVATE LIMITED 


83, KOHINOOR ROAD, DADAR, BOMBAY —I4 


Sani-Vidol 


COMPOUND 


COMPOSITION 


Each Fluid oz. ( 30 ¢.c. ) contains: 
PLAIN (Alcohol 12%) 


Products obtained by the enzymatic action of 
Proteolytic ferments on Liver and Spleen. ... 
Vitamin A 
Vitamin D 

Malt Extract 

Glucose 

Sedium Hypophosphite 

Calcium Hypophosphite 

Guaiacol 

Syrup of Wild Cherry 

Tincture Gentian Co. 

Syrup with Aromatics 


Added with Creosote...... 


Literatures from 
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COMPOUND ( Alcohol 12% ) e 


THE SANITEX CHEMICAL INDUSTRIES LTD. 
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Enteromycetin is effective against a wide 
variety of infections, e.g. Gram-positive, 
Gram-negative, Salmonella, Spirochatal, 
Rickettsial, Viral and Actinomyces. Cap- 
sules may also be administered rectally 
after making a few pin holes at both ends. 


Packing: 250 mg. Sealed Capsules in tamper- 
proof bottles of 12 and 100, 


Also available: Syrup, Syrup with Vitamin B 
Complex, Intramuscular, Sulfa 
Tablet & Ophthalmic Ointment. 


ENTEROMYCETIN 


CHLORAMPHENICOL U.S.P. 


CAPSULE 


| 


SS 


Manufactured by 
DEY’S MEDICAL STORES ( Mfg.) PRIVATE LTD. 
CALCUTTA-19 
Under licence from 
G. ZAMBON & CO. S.p.A. VICENZA (italy) 


Exclusive Distributors 


DEY’S MEDICAL STORES PRIVATE LTD. 
CALCUTTA BOMBAY © DELHI MADRAS 
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malaria 


that made 


uimine 


quick absorption 
low-toxicity 
absence of drug resistance 


Available from Government Quinine Sale Depot, 
Old Hindusthan Buildings, Calcutta-13. 
Dey’s Medical Stores Private Ltd., 
6/2B, Lindsay Street, Calcutta-16 
and from all leading chemists and druggists. 
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Avoid Substitutes! 


Protect your patient 
by prescribing 
GLUCOSE POWDER by name 


a 


DEXTROSOL is Anhydrous Dextrose, 
conforming to the U.S.P. 
and B.P. standards, its chemical 
formula being CgH) 206 


NAVARATNA 


SPASMO PERTUSOL 


A well balanced combination of proved Indigenous 
drugs and 
NEW SYNTHETIC SPASMOLYTICS. 
(Diphenin and Ortho-methoxy-phenoxy-propandiol) 
Very palatable and free from untoward reactions. 
Not habit forming. 


VERY EFFECTIVE IN RELIEVING BRONCHIAL 
SPASMS, CONTROLS COUGH & COLD SPECIALLY 
INDICATED IN WHOOPING COUGH AND ALL 
OTHER AFFECTIONS OF THE UPPER RESPIRA. 
TORY TRACT. 


NAVARATNA 
PHARMACEUTICAL LABORATORIES 


P. 0. Box No, 13, Cochin-2. 


GLUCOVITA EVERY 100 PARTS CONTAIN: 


Dextrose Monohydrate 


(Purified glucose) 

Calcium Glycerophosphate ... . 
Calcium Phosphate 0.4 
Each ounce of Glucovita is fortified with 250 
1.U. of Vitamin-D (Calciferol) 


CORN PRODUCTS CO. (INDIA) PRIVATE LTD 


Agents for India: Parry & Co. Ltd. | | 


Just Out, January, 1959: Medical Students and 
General Practitioners’ indispensable Guide. 


BED-SIDE MEDICINE 


Tenth Edition: thoroughly revised, largely rewritten and 
amplified: Demy, nearly 1500 pages 162 diagrams and 2 
coloured plates. 

By Professors Majumdar and Chatterjee with seven 
sponenet collaborators from the school of Tropical Medicine, 


Medical College, Calcutta and Nilratan Sarker Medica! 
College 

This combined text-book of Clinical and Systematic 
Medicine has described all aspects off Medicine including 


Medical Case, Examination and the Medical Diseases in their 
etiology, pathology clinical course, prognosis and treatment. 


Price, Rupees twenty six: Sale Tax and Postage, Extra. 


Scientific Publication Concern, 
9, WELLINGTON SQUARE, CALCUTTA-13. 


DEAR DOCTORS I!!! 
WHILE YOU ARE BUSY SERVING THE HUMANITY 
LET 


JEENA & COMPANY 


SERVICE YOU FOR YOUR TRAVEL IN INDIA & ABROAD 
Head Office : 


10, VEER NARIMAN ROAD, BOMBAY 
Phone: 251514. 


Branch : Branch : 
Great Eastern Hotel indra Palace 
29, Waterloo Street, Connaught Circus, 
Calcutta. New Delhi. 
Phone: 46326. 


Phone: 23-2168. 
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Pleasant & palatable 


supplies 


for Extra Vitaliry 
and 


STADMED/| PRIVATE LIMITED 
CALCUTTA-4 


In cases of malnutrition 
and wasting diseases... . 


enerous amount of Vitamins & Minerals 


Resistance against diseases, 


Available packings 8 fl oz. & 16 fl. oz. 


trade mart brand 


INDICATED FOR: 
INTRACTABLE PAIN 


ANXIETY AND TENSION STATES 
BEHAVIOUR DISORDERS IN CHILDREN 
CONFUSIONAL STATES, ESPECIALLY IN 

THE MANAGEMENT OF SENILITY 


Further information is available on request 


Largacti home 


CHLORPROMAZINE HYDROCHLORIDE n rsing 


MANUFACTURED BF 


MAY & BAKER LTD 


An brand Product 


Distributed by; MAY & BAKER (INDIA) PRIVATE LTD - BOMBAY - CALCUTTA - GAUHAT!I - MADRAS - NEW DELHI 
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VITAMULSON 


dren will like it 


for its 


% Viscous Syrupy Base 
% Fresh Orange Flavour 
% Slightly Sour Taste 


East India Pharmaceutical Works Ltd. 


CALCUTTA—26., 
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PUBLISHED TWICE A MONTH 
M.R.C.S. (ENG.), D.O.M.S. (LOND.) 


Votume 32 


NuMBER | EDITOR—P. K. GUHA, M.B., 


ORIGINAL ARTICLES 


OBSERVATIONS AND EXPERIENCES IN THE SURGERY OF CONGENITAL 
CYANOTIC HEART DISEASE* 


A. K. BASU, Mss., F.R.C.S., F.A.C.S. 


of the 


Medical Association 


CALCUTTA 
January 1, 1959 


Director-Professor, Department of Surgery 


Institute of Post-graduate Medical Education and Research, Calcutta 
AND 
K. CHATTERJEE, (cat.) 


Research Fellow, Department of Thoracic Surgery 


In 1945 Blalock and Taussig published their 
epoch-making work on the treatment of certain 
cases of congenital cyanotic heart disease. This 
gave tremendous impetus in the investigation and 
attempts at surgical correction of these cases. It 
was soon realised that the conventional methods of 
diagnosis such as clinical observation and exami- 
nation and also electrocardiography, although very 
important by themselves, are often inadequate in 
arriving at a precise diagnosis of the many varied 
anatomical abnormalities involved. Catheterisation 
of the heart to obtain pressure readings and blood 
samples in the different chambers was introduced 
by Forssmann and perfected by Cournand (1949). 
Angiocardiography to visualise the living circula- 
tory anatomy was tried out and its potentialities 
explored by Dotter and Steinberg (1951). Pari 
pbassu with these advances in the methods of diag- 
nosis have followed improvements in the methods 
of repair. 

From closed, indirect and blind procedures, we 
have now come to open, direct and visual methods 


* Paper presented at the 19th Annual Conference of 
the Association of Surgeons of India, Nagpur, December, 
1957. 


University College of Medicine, Calcutta 


of correction. ‘Open’ cardiac surgery from the 
realm of fiction becomes a distinct possibility and 
even a routine procedure is expected to be evolved 
in the near future in the management of these 
obscure intracardiac defects. 

This paper is an attempt at correlating our ex- 
periences in the diagnosis and management of the 
group congenital cyanotic heart abnormalities 
during the last few years. 


METHOD AND MATERIAL 


In addition to a careful clinical, roentgeno- 
graphic and_ electrocardiographic investigation, 
cardiac catheterisation and angiocardiographic 
study have been done in most of the cases. Of 
the 22 cases which are included in this study, 14 
have been operated on. 


DISCUSSION 


It is essential that prior to operation, the sur- 
geon should have a fairly accurate idea of the 
anatomical abnormality involved. In many cases 
this is not possible and considering that the major- 
ity of the cyanotic cases can be helped either by 
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a shunt procedure or by a direct attack on the 
stenosed pulmonary valve and considering also 
that the operative exploration would give oppor- 
tunities for making a more accurate study of the 
details of the abnormality, it might seem unneces- 
sary to spend considerable time or effort in pre- 
operative investigation. This is true in certain in- 
stances but it is in the screening out of those cases 
that are not likely to benefit from any operative 
procedure that efforts should be directed. The 
cyanotic cases do not tolerate well the postopera- 
tive status quo position. Unless they can be im- 
proved at operation, their postoperative state is 
stormy and the mortality rate in such cases is 
high. 

It is known that about 66 per cent of cases of 
congenital cyanotic heart disease are cases of 
Fallot’s tetralogy. This includes a group of 9 per 
cent which in addition is associated with varying 
degrees of pulmonary hypo-development or even 
atresia (Campbell, 1955). Other allied abnormal- 
ities include: tricuspid atresia (5 per cent) with 
a diminutive right ventricle and atrial septal defect 
with pulmonary stenosis (6 per cent) and also 
Kisenmenger’s complex (6 per cent). Still other 
obscure abnormalities constitute another 4 per cent 
of the cases. 

The diagnostic criteria of a typical case of 
Fallot’s tetralogy are well known. A fairly in- 
capacitated child with cyanosis developing and 
increasing from or shortly after birth has clubbing 
of fingers and toes and is less developed as com- 
pared to his vears. There is a systolic murmur 
and a thrill at the base. P, is normal or dimi- 
The heart is boot-shaped and the lung 
fields are oligaemic. Catheterisation shows high 
pressure in R.V. and low pressure in pulmonary 
artery indicating stenosis in the ventricular out- 
flow tract. E.C.G. shows right ventricular hyper- 
trophy or even strain pattern. Angiography shows 
dextroposition of the aorta and simultaneous 
opacification of the aorta and the pulmonary 
artery. Some of these clinical findings may be 
modified or may even be absent in some of the 


nished. 


cases 

The relative importance of these criteria and 
how their variations help in distinguishing the 
various types of abnormalities, as exemplified in 
our cases, will now be discussed. 

Cyvanosis—In Fallot’s tetralogy 
usually present either from or shortly after birth 
and is progressively increasing. The haemoglobin 
ranges between 16 to 23 g. per cent and the 
packed cell volume of the R.B.C. from 55 to 70 
c.c. per cent. The degree of cvanosis is an index 
of the amount of right-to-left shunt and also of 
the severity of the obstruction at the right ventri- 


cyanosis is 


cular pulmonary outflow tract. When cyanosis 
develops much later, is mild and is present only 
on exercise, suspicion should always be aroused of 
the presence of a relatively unusual type of abnor- 
mality such as A.S.D. with pulmonary stenosis or 
of a compensating left-to-right shunt—either a 
P.D.A. or hypertrophied bronchial artery supply. 
This was exemplified in one of our cases where 
a large P.D.A. was compensating for Fallot’s 
tetralogy and where mild cyanosis developed 
when the patient was six and only 
slowly increased with the passage of vears. 
Murmur—A _ grade II or grade III systolic 
murmur over the pulmonary area and propagated 
to the back is usual in Fallot’s tetralogy and is 
indicative of pulmonary or infundibular stenosis. 
Its absence should lead to suspicion of relative or 
absolute pulmonary artery hypodevelopment. 
This murmur was absent in 4 of our operated 
Of these right-sided 


vears old 


cases. cases, one had a 


aortic arch with abnormality in the aortopulmo- 
nary root, one was a case of tricuspid atresia and 


two were cases of pulmonary artery atresia. On 
the other hand, another case, where pulmonary 
artery atresia was suspected as the result of angio- 
graphic study, had well-marked grade III murmur. 
She was operated on on this basis and was found 
to have well-developed pulmonary artery. 

E.C.G.—In Fallot’s tetralogy, it is usual to 
get a R.V.H. and sometimes strain pattern. If 
however the pattern is of the left ventricular type, 
tricuspid atresia should be strongly suspected. 
This was evident in the 2 tricuspid 
atresia that we were able to diagnose. One was 
operated on and unfortunately succumbed to left 
ventricular failure 3 days after operation. At 
autopsy, the anatomical abnormality in the heart 
was studied in detail and revealed a markedly 
diminutive right ventricle (Fig. 1). 


cases of 


Fluoroscopy and roentgenography 


(a) BLOOD FLOW TO THE LUNG: Careful evalua- 
tion of the fluoroscopic observations and ordinary 
roentgenographic study is of great help in deter- 
mining the overall blood flow to the lungs. This 
fact is of fundamental importance as those cases 
where the peripheral lung fields do not evidence 
oligaemia are unlikely to benefit by operation 
In 3 of our cases, ischaemia of the lung fields was 
not considered significant even though the cva- 
nosis was well marked. At operation numerous 
vascular adhesions could be seen coursing between 
the parietes and the lung surface indicating 
attempt at compensatory vascularisation of the 
The pulmonary artery was relatively hypo- 
Generally these extra- 


lung. 
plasic in all these cases. 
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Fic. 1—SHOWING ANATOMICAL 
MALITIES OF THE CHAMBERS OF THE HEART 
IN TRICUSPID ATRESIA. 

R.A. : Right auricle, L.A. : Left auricie, 
R.V Right ventricle, L.V.: Left 
ventricle. 1. Tricuspid atresia, 2. Atrial 
septal defect, 3. Interventricular septal 
defect, 4. Overriding aorta: anterior 1. 
transposition to pulmonary artery, 

5. Rudimentary right ventricle, 6. Left 
superior vena cava opening in left 
artrial appendage. 


VESSELS 


Atresi« 


Leash of 


pulmonary vascular sources appear as_ blotchy 
peripheral shadows but they may resemble normal 
pulmonary with large arterial branches 
spreading fanwise towards the periphery. In one 
such case, the left upper lobe branch seemed 
unduly prominent both in ordinary x-ray as well 
as in angiocardiography (Fig. 2, vide Plate). At 
operation a large thick leash of vessels was 
observed spreading between the pericardium and 
the medial surface of the lung and the pulmonary 
artery was atresic (Fig. 3). In many cases the 
source of the extrapulmonary supply is from the 
bronchial vessels. In others, they may be from 
aortic intercostals and in still others as in one 
of our persistent P.D.A. may con- 
tribute to the vascularity of the lung. 


V essels 


cases, the 


perative interference in such cases should be 
undertaken after good deal of deliberation as 
unless the pulmonary supply to the lungs can be 
definitely improved either by valvotomy, infundi- 
bular resection or by a good shunt procedure, it 
can only do harm and the patient would be left 
in a worse state than before the operation. The 
mortality rate in such cases is bound to be higher 
and the postoperative course stormier. 

(b) SHAPE OF THE HEART: The Fallot heart is 
generally known as boot-shaped with round-off 
and uplifting of the apex indicating right ventri- 
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\BNOR- Pic. 3--SHOWING LEASH OF Fic. 7 
SPREADING 
THE PERICARDIUM 
MEDIAL SURFACE, OF THE LEFT THE 

LUNG. 


pulmonary artery, 


Infundibular stenosis. 3. 
vessels, 4. Rows of 


vessels. 


SHOWING ORIGIN oF LEFT 


BETWEEN SURBCLAVIAN ARTERY FROM RIGHT 


AND THI SIDED AORTIC ARCH CROSSING TO 


REHINID CORSOPH AGUS 
THg ARTERIAL BRANCHES HAVE BEEN 
LIGATED AND DIVIDED AND THE 
ARTERY HAS BEEN TURNED DOWN FoR 
ANASTOMOSIS WITH THE PULMONARY 


ARTERY 


cular hypertrophy at the expense of the left. The 
pulmonary conus region is generally constricted 
indicating stenosis (Fig. 4, vide Plate). 

Our experience shows however that the conus 
region may sometimes be prominent indicating 
post-stenotic dilatation and that the level of pro- 
minence may indicate the approximate site of 
dilatation—valvular or infundibular (Fig. 5, vide 
Plate). This has been stressed by Brock (1957) 
Contrariwise an unusually narrow pulmonary 
conus may indicate pulmonary atresia and this 
also has been exemplified in several of our cases 
(Fig. 6, vide Plate). 

(C) IMPRESSION ON THE Ba-FILLED OKSOPHAGUS 
This is of importance in determining the position 
of the aortic arch. In a certain percentage of 
Fallot’s tetralogy, the arch is situated on the 
right side of the middle line 
aortic impression is on the right wall of the oeso- 
phagus in P.A. view and usually on the posterior 
wall in the lateral view. We had one such case 
and the left subclavian artery in this case was 
seen at operation to come from behind the trachea 
before coursing to the left apex. (Fig. 7) 


In such cases, the 


Angiocardiography—The significant feature 
of this study in Fallot’s tetralogy is the simul- 
taneous opacification of the aorta with the pulmo- 
nary artery (Fig. 8, vide Plate). In addition, the 
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site of obstruction in the pulmonary outflow tract 
and the post-stenotic dilated trunk can often be 
well visualised. Also because of the stenosis, the 
dye remains longer in the right ventricle. If the 
pulmonary artery including its peripheral branches 
are poorly seen, hypoplasia or atresia should be 
suspected. This however is not always true as in 
one of our cases and must be correlated with 
other allied observations such as the murmur and 
the pulmonary second sound. If the pulmonary 
fields show vascular opacification at a relatively 
late stage of the process, extrapulmonary source 
of vascular supply such as the intercostals or the 
bronchials must be suspected. 

Aortography—This investigation is seldom 
necessary. However it was of great help in one 
of our cases. 

This patient was moderately cyanosed and a con- 
tinuous grade III murmur was heard at the base. 
P.D.A. had been strongly suspected but the pulse 
pressure was not wide. By augiography, Fallot’s 
tetralogy had been suspected and it appeared that 
as if the trunk of the pulmonary artery was in 
communication with the right but not the left 
branch. Ordinary P.A. view had showed a pro- 
minent left pulmonary artery. A catheter was 
passed through the left bronchial and subclavian 
artery into the arch of the aorta. 

Introduction of the dye showed the presence 
of a large ductus in communication with the left 


PRESENCE OF A LARGE 


INDIAN M. A., VOL. 32, NO. 1, JANUARY 1, 1959 


but not with the right branch of the pulmonary 
artetry (Fig. 9, vide Plate). All this was confirmed 
at operation and the root of the left pulmonary 
artery at its take-off from the trunk was found 
atresic (Fig. 10). 

Cardiac catheterisation—Catheterisation study 
was performed in 17 of the 22 cases reported 
here. In our experience, pressure studies have 
given us more information and are more re- 
liable than gas analysis. The usual finding is a 
low pressure (0-5 mm. Hg) in the right atrium 
and very high pressure (60-120 mm. Hg) in the 
right ventricle. The pulmonary artery and its 
branches were entered into in 8 cases. Significant 
drop of pressure in the pulmonary artery as com- 
pared to right ventricular pressure indicated 
stenosis at the outflow tract. Attempt was made 
to determine the exact site of stenosis whether 
valvular or infundibular. This is not always 
possible. However in 4 cases, the catheter re- 
gistered significant drop of pressure at the in- 
fundibulum of the right ventricle indicating 
stenosis at this region. In 2 of these cases further 
fall was noticed as the catheter entered the pul- 
monary artery trunk showing additional stenosis 
at the valvular level. The presence of the com- 
bined type of stenosis has been mentioned by 
} 


Brock (1957). In one case, the catheter entered 
the aorta from the right ventricle conforming 
dextroposition (Fig. 11, vide Plate). In another 


14 


Fic. 10—SHOWING THE FIG. 13—SHOWING A Mass OF Fic. 14—SHOWING ANASTOMO- 


SIS OF THE SUBCLAVIAN ARTERY 


Ductus IN COMMUNICA- TORTUOUS VESSELS COVERING WITH THE UPPERMOST BRANCH 


TION WITH THER LEFT 
BRANCH OF THE PULMO- 
NARY ARTERY \RROW 
POINTS TO INFUNDIBU- 


THE HILUM OF 


OF PULMONARY ARTERY IN A 
THE LUNG CASE WHERE THE PUMONARY 
ARTERY HAD BEEN DIVIDED 
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Fig. 2 P. A. view showing aneurysmal 


dilatation of pulmonary artery and its right 
branch 


Fig. 1 A— Showing granulomatous 
lesion with dust particles ( x 264) 
Fig. 1 B—Showing thickened vessel 
(x 264 
Fig. 1C—Showing silica in granu- 
lomatous lesion ( x 440 
Fig. 2—Showing foci of lympho- 
ceytic infiltration and marked 


emphysema ( x 60) 


Fig. 3—Showing collapsed bron- 
chiole with granuloma, dust cells 


and carbon particles 264) 


GOYAL AND GUPTA—Benign Pneumoconiosts in Monkeys in India ( fp. & ) 


Fig. ;—R. O. A. showing deep 

indentationand posterior deviation 

of barium-filled oesophagus by 
the dilated pulmonary artery 


KONAR AND SARKER 


ENGRAVED & PRINTED BY REPRODUCTION SYNDICATE. CALCUTTA 6 


Fig. 4—L.O.A showing oblitera- 

tion of normal translucency of 

the aortic window by dilated left 
main branch 


Aneurysm ef Pulmonary Artery ( p. 16 ) 
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case, the catheter entered into what appeared to 
be left ventricle from the right ventricle presum- 
ably through the ventricular septal defect. In 
another case, the catheter could be passed 
through the atrial septal defect into the left 
atrium and then to the left ventricle indicating a 
large A.S.D. associated with pulmonary stenosis 
and consequent right-to-left shunt (Fig. 12, vide 
Plate). 


OPERATION 


In the usual type of pure Fallot’s tetralogy, 
the decision as regards operation can be taken 
with relative assurance. It is in the uncommon 
type of cyanotic cases—viz., those where there is 
no murmur or where there is a continuous mur- 
mur, where the E.C.G. shows L.V.H. pattern, 
where the pulmonary fields are not typically 
oligaemic—that the surgeon, accepts additional 
risk in undertaking the operative exploration. 
This is well illustrated in our series. Of the 8 
‘pure’ Fallot cases operated on, none died directly 
due to the operation. Of the 4 ‘impure’ or com- 
plicated cyanotic cases operated on, 3 died from 
causes which could be considered secondary to 
the operative procedure Campbell (1955) men- 
tions 5 per cent as the mortality in ‘pure’ Fallot 
tvpe and over 20 per cent in the ‘impure’ type. 

We have invariably utilised the standard left 
thoracic approach through the 4th interspace and 
have not met with any difficulty. In most cases, 
the lung surface is free from adhesions and can 
be retracted with ease. In a few cases there were 
large vascular adhesions with the chest wall. The 
significance of these have been mentioned already 
and every effort should be made to preserve them. 

The relative place of a direct attack on the pul- 
monary outflow tract by infundibular resection or 
valvotomy or a Blalock type of shunt operation 
has been discussed at length by Brock and others. 
There is no doubt that the direct repair 1s more 
physiological and that it can give good results. 
However, in most hands, it has been associated 
with a higher mortality. Also, the idea of punch- 
ing out chunks of myocardium by a blind proce- 
dure is certainly not an attractive proposition un- 
less the anatomical abnormality can be ascertained 
pre-operatively with certain exactitude. Simple 
valvotomy is usually not adequate in normalising 
the stenosed outflow tract. 

Our experience therefore has been invariably 
of the shunt procedure and only the subclavian 
pulmonary artery anastomosis. 

The pericardium should invariably be opened 
and the anatomical abnormality should be studied 


in detail. In one case, where this was not done, 
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the superior pulmonary vein was mistaken for the 
pulmonary artery. This was a case of tricuspid 
atresia and the diminutive pulmonary trunk was 
deeply placed behind the aortic root. 

In the attempt at shunt procedure, the first 
difficulty is the enormous mass of tortuous vari- 
cose vessels that cover the hilum of the lung and 
the arch of the aorta (Fig. 13). To obtain good 
exposure of the pulmonary artery, these must be 
dissected with care ; a good procedure is to start 
at the upper border of the aortic arch and pro- 
ceed downward remembering that one may come 
across the recurrent laryngeal nerve and _ that 
there may be a diminutive ductus. Nearly 1 inch 
of the pulmonary artery must be isolated to obtain 
good control. In some cases, the artery divides 
early into branches. In 2 of these cases, we were 
able to anastomose the subclavian artery with 
uppermost subdivision, in one case end to side 
and in another end to end, and obtained fairly 
satisfactory result (Fig. 14). 

The preparation of the subclavian artery for 
anastomosis requires careful dissection. In most 
of our cases, the length of the artery was not as 
much as we would have liked and the 5 branches 
had to be individually ligated and divided in order 
to obtain greater length. In 2 of our cases, a por- 
tion of the main subclavian branch was utilised to 
gain additional length for anastomosis and in 
another the vertebral branch was the largest and 
therefore was made use of. 

Another important point to note is that the 
main subclavian trunk may occasionally have 
small fine tributaries and they have to be care- 
fully dissected and individually divided and 
ligated. In our first case, this unfortunately was 
not appreciated and caused needless loss of blood 

Our method of anastomosis has been of the 
standard pattern—continuous 5/0 Deknatel silk 
suture being used throughout. The suture was 
usually interrupted in 2 places. 

One other factor needs attention. After the 
anastomosis, in most cases, a kink appears to be 
present at the root of the subclavian artery where 
it takes off from the aorta. This can be helped 
to some extent by mobilising the aortic arch and 
dissecting the adventitia over the arch as far as ts 
practicable. 

POSTOPERATIVE COURSE 

There are two things to be particularly afraid 
of in the postoperative course—hyperpyrexia and 
congestion of the lungs leading to oedema. Pre- 
sumably the latter is more likely to occur if the 
stoma of the anastomosis is unusually large and 
is associated with increased left ventricular strain. 
Three of our cases died from this complication. 
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Taste 1—SHOWING ANALYSIS OF 


Period of 


) 
Date of follow-up Clinical 


Name operation years 


B.D. 5- 3- - 6 Good 


D.M, 15-10-5 d Excellent 


H. 3-11-! Good 


N.G.B. 25-11-55 Excellent 
S.B. 2-5: ‘ Excellent 


R. 5 
N.P.* 28- 5- Fair 


A.B.* - §- Unchanged 
S.B. 10/12 Excellent 


6/12 Good 


CASES SUCCESSFULLY OPERATED ON 


state Cyanosis Clubbing Activity 


Almost absent Much improved Active 
Almost absent Much improved Very active 
Slight Improved Active 
Shght Improved Active 
(Almost absent Much improved Very active 


Slightly improved Unchanged Active 
Unchanged Unchanged Unchanged 
Slight Much improved Very active 
Slight Improved Active 


* Barrett’s operation. Death 1 month after operation from meningitis 
I 


RESULTS 


The better the anastomosis, the earlier does the 
new continuous thrill and murmur appear over 
the precordium with consequent improvements in 
the patient’s clinical condition and colour. Of the 
10 cases in our series where satisfactory shunt 
could be performed, 7 are doing well and are rela- 
tively free from symptoms (Table 1). There has 
been significant improvement in their clinical 
status, exertional disability and improvement in 
cyanosis. One girl of 13 years old (D.M.) is to 
all appearances of normal colour and is more or 
less normal so far as ordinary activities are con- 
cerned. 

How long this improvement is going to last 
is a moot question. There is no doubt that this 
operation instead of lessening the anatomical 
abnormality adds one more to the existing four, 
with consequent increase of the left ventricular 
work. It has been shown also that there is some 
enlargement of the heart few months or vears 
after both a direct operation as well as following 
a shunt procedure. However, the patients seem 
to tolerate the increased burden fairly well. There 
is however need for cautioning them from under- 
tal ing excessive strain in their newly found rela- 
tive freedom. In the forseeable future, it would 
be possible to radically correct the intracardiac 
defects under vision. Until such time, there is 
no doubt that the indirect operations confer estim- 
able benefit on these severely disabled patients. 


SUMMARY AND CONCLUSION 


This paper summarises the experiences gained 
in detailed study of 22 congenital cyanotic type 
of cardiac abnormalities. 14 of these cases were 
operated on. The importance and usefulness of 
the various diagnostic criteria are commented 


upon. 


In the majority of the cases, the Blalock type 
of shunt procedure through a left-sided thoraco- 
tomy approach was performed. The difficulties 
met with during this operation are mentioned. 
The postoperative state and the late follow-up 
status are described. 
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BENIGN PNEUMOCONIOSIS IN 
MONKEYS IN INDIA 


R. K. GOYAL, p.sc., PH.D., M.R.C.P., F.R.S.E. 
AND 
D. P. GUPTA, B.s. 
Department of Pathology 
S. M. S. Medical College, Jatpur 


Goval (1958) reported the presence of early 
pneumoconiosis in the apparently normal popula- 
tion of Rajasthan. It was, therefore, of interest 
to determine whether laboratory animals were also 
showing the same type of lesions. 


MATERIAL 


The lungs of a large number of apparently 
normal rabbits, guinea-pigs and white rats in 
Rajasthan have not revealed the existence of 
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pneumoconiosis. The lesions in the other medium- 
sized animals were as follows: 

GOATS: Out of the four goats examined, the 
one aged seven months did not show any granu- 
lomatous lesions, the others aged 1-4 years had 
a few dust cells or dust particles in the alveolar 
walls, varying degrees of interstitial pneumonitis 
were present in all these cases. 

SHEEP: Seven stock sheep aged 1-2 years were 
also examined, in addition to the presence of diffe- 
rent degrees of interstitial pneumonitis, four had 
a few dust cells or dust particles in the alveolar 
walls. 

PIGS: The lungs of a pig aged 2-2's months 
old showed slight granulomatous lesions, but no 
dust particles in the alveolar walls. The lungs of 
another five pigs aged 5-8 months showed small 
foci of lymphocytic infiltration, only a few dust 
cells or carbon particles were present in the 
alveolar walls. 

cats: The lungs of a cat aged 9-10 months 
revealed the existence of marked interstitial pneu- 
monitis, but no dust cells or dust partichs were 
discernible. Whereas the lungs of four medium- 
sized cats showed the presence of rare particles 
of dust and/or carbon in the alveolar walls. 

When the sections of lungs were examined 
with chemical polaroids for the presence of doubly 
refractile particles of silica, the silica particles 
were only scantily found in the lungs of goats, 
sheep, pigs and cats. 

poGs: An examination of the lungs of 
twelve stock dogs showed varving degrees of 
granulomatous lesions or marked interstitial pneu- 
monitis in eight of them. Four dogs who had 
definite granulomatous lesions showed the presence 
of moderate to large amounts of silica associated 
with dust particles. The silica and dust particles 
were present either in alveolar walls or in the peri- 
bronchial tissue. It appears that the dogs which 
had subacute or chronic inflammatory lesions 
leading probably to lymphangitis could not dis- 
pose of the dust and silica particles which conse- 
quently accumulated. 

MONKEYS (Macacus rhesus): The examination 
of lungs of eight monkeys caught either fresh 
from the jungle (Jaipur District) or kept in cages 
for varying periods revealed the following lesions : 

The lungs of a baby monkey weighing about 
3 lb. showed the presence of grevish white plaques 
varying in extent and number (from 1 to several), 
only one monkey had in addition a few pinpoint 
greyish black foci, a variable degree of emphy- 
sema involving also the borders was discernible. 
On microscopic examination, granu‘omatous foci 
containing dust cells and lymphocytes were gene- 
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rally in evidence. A few polymorphonuclears were 
also encountered in a minority of cases. The other 
lesions observed were interstitial pneumonitis, pre- 
sence of dust cells in alveolar walls, a peri-arteritis 
and endarteritis in the majority of cases. Two of 
the monkeys showed the presence of central 
necrosis in the granulomatous lesions. 

Goyal (1958) reported the existence of early 
pneumoconiosis in the non-industrial population of 
Rajasthan and not in the rest of India, it was 
therefore considered advisable to examine the 
lungs of monkevs obtained from non-desert re- 
gions. The lungs of two monkeys obtained from 
Lucknow and three from Calcutta were also 
examined. Similar types of lesions were observed 
in these cases. 

The examination with chemical polaroids re- 
vealed the presence of moderate to large amounts 
of silica particles associated with dust or carbon. 
The silica particles were less numerous in the 
granulomatous lesions. The size of the silica 
} articles did not generally exceed 5 a, but particles 
of 10 microns in length were occasionally en- 
countered. 


HuMAN LUNGS FROM OUTSIDE RAJASTHAN 


The lungs of 16 human beings from outside 
Rajasthan were obtained through the courtesy of 
Colonel Bardhan and Colonel Wanchoo from the 
Armed Forces Medical College, Poona. The lungs 
were from those cases who did not have any 
obvious lesion of the lung. No silica particles 
associated with carbon or dust were found in 3 
cases, they were only scantily present in eleven 
cases. In the fifteenth case, they were plentiful 
only in certain areas. In the sixteenth case, they 
were plentiful in a large number of foci. The last 
two cases had fairly marked fibrosis especially the 
latter. The other lesions encountered in these 
cases in varying degree were: congestion of alveo- 
lar walls, emphysema, patchy interstitial pneumo- 
nitis (slight to marked) and fibrosis. Granuloma- 
tous lesions were not encountered. It thus appears 
that chronic inflammatory lesions probably cause 
lymphatic obstruction and lead to the accumula- 
tion of extraneous particles. 

Goyal (1958) reported the absence of collections 
of silica particles in the lungs of eight medico- 
legal cases. Heppleston (1958) observed that acute 
pneumonia facilitated dust elimination in cases of 
pneumoconiosis. All the medico-legal cases had 
active hyperaemia in varying degree, the small 
number of silica particles, if present in these cases 
could easily have been mobilised due to the pre- 
sence of acute congestion. 
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ILLUSTRATIVE CASES 

The following cases are illustrative : 

EXPT. 211: Street dog: On naked eye exami- 
nation, the lungs showed patchy congestion, few 
greyish white plaques and emphysema. Micros- 
copically, marked granulomatous infiltration with 
lymphocytes, macrophages and a few plasma cells 
(peribronchial and perivascular), focal emphysema, 
thickening of vessel walls, presence of polymorpho- 
nuclears and dust cells in the alveolar walls. Under 
the polaroids, doubly refractile particles plentiful 
along with dust particles in alveolar walls. 

ExPT. 216: ‘Stock dog: On naked eye exami- 
nation, the lungs showed areas of emphysema and 
a small area of congestion. Microscopically, 
marked patchy interstitial pneumonitis, dust cells 
abundant (mostly perivascular and peribronchial) 
and localised areas of emphysema. 

“uxPT. 212: Big sized healthy looking monkey. 
On naked eye examination, lungs showed greyish 
white plaques, areas of emphysema, pale borders 
and slight congestion. Microscopically, slight in- 
terstitial pneumonitis, isolated foci of granulo- 
matous lesions containing dust (Fig. 1A, vide 
Plate) particles (perivascular and peribronchial in 
general), a few small vessels thickened (Fig. 1B, 
vide Plate). Under the polaroids, moderate amount 
of silica particles in association with dust present 
(M.P. Fig. 1, A. B. C., vide Plate). 

ExPT. 281: Stock monkey (medium size). 
Naked eye, the lungs showed one grevish white 
nodule, patches of slight congestion alternating 
with pale raised areas, patches of intense conges- 
tion. Microscopically, foci of lymphocytic infiltra- 
tion with dust cells (Fig. 2, vide Plate) and few 
polymorphs (mostly perivascular), foci of fairly 
marked emphysema, collection of dust cells in 
alveolar walls and irregular thickening of arteriolar 
walls. 

expr. 3250: small sickly stock monkey. 
Naked eve, lungs showed a large number of 
vrevish white nodules, inguinal and mesenteric 
lymph nodes were slightly enlarged. Microscopi- 
cally, big foci of bronchiolitis with collapsed 
bronchiolar walls, foci of lymphocytic infiltration 
plus dust cells and carbon particles, marked em- 
physema and moderate thickening of vessels (Fig. 
3, vide Plate). 


DISCUSSION 


The presence of early pneumoconiosis in 
human beings, monkevs and to some extent the 
dogs is probably due to the fact that the clearing 
mechanism of the lymphatics is comparatively less 
efficacious than in the case of the small laboratory 
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animals, e.g., guinea-pigs, rats and rabbits. Silica 
is widely distributed in nature, forming 70 per cent 
of the earth’s crust (Meikeljohn, 1956). Traces 
of silica are likely to be present in the atmosphere 
even in non-desert regions and can accumulate to 
some extent in the lungs of monkeys and man. 
In a preliminary set of experiments, white rats 
were made to inhale dust for a few weeks in an 
inhalation-chamber, when there was an _inter- 
current chronic or subacute infection, then the 
lesions were much more marked. It was probably 
due to the fact that the lymphangitis produced 
led to the retention of the extraneous irritants. 


SUMMARY 


The presence of early pneumoconiosis in 
monkeys and to some extent in dogs has been re- 
ported from the apparently normal fauna of India. 
These animals have probably less efficient lympha- 
tic drainage than rabbits, guinea-pigs and white 
rats. 
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INCIDENCE OF Rh-NEGATIVE RATE AND 
NATURE OF PHENOTYPES AMONGST 
THE BENGALEES 


M. N. ROY, 

S. GHOSH, M.B.B.s., L.R.c.P. (LOND.), F.R.C.S. (ENG.) 
D. RAY MAHASAYA, PH.D. (EDIN.) 
AND 
P. C. MITRA, ms. 

From the Blood Bank, 


Government of West Bengal, Calcutta 


Data on the incidence of Rh-negative rates in 
India as available up to date have not yet been 
representative of the different parts of the country. 
The rates reported vary from 2 to 10 per cent. 

Using immunised rabbit antisera, Greval and 
Roy Chowdhury (1943, 1946) reported the Rh- 
negative rates of a small number of persons resid- 


ing in Calcutta. In the first series of 200 cases the 


incidence of Rh-negative was 10 per cent and in 
the second series 7°8 per cent. In 1944 Dasgupta, 
tested 240 samples of blood with immunised 


rabbit's anti-Rh sera. He collected samples of 
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blood from different communities in Calcutta and 
found that 10 per cent of the persons belonged to 
Rh-negative type. Khanolkar and Sanghvi (1945) 
made a survey study of Rh-negative rates amongst 
the people of different communities in Bombay. 
The blood from 100 Indians were tested against 
known human anti-Rh sera. One Parsee and one 
Indian Christian were found to be Rh-negative. 
The rest were all Rh D-positive. 

Ranganathan, et al (1946) examined 145 
samples of blood for the determination of Rh D 
antigen with human anti-Rh sera and according 
to their findings, the negative rates amongst the 
blood donors in Madras Blood Bank was 41 pet 
cent. Ranganathan et al (1948) repeated the work 
on 294 cases and found the Rh-negative rate 
amongst South Indians to be 85 per cent. The 
same workers further determined the phenotypes 
of 267 samples of blood amongst South Indjans 
with anti-D and anti-C serum. They found cD 
1°8 per cent, CD 90 per cent, Cd 2°2 per cent and 
ede 6 per cent. Mazumdar (1948) examined 116 
samples in the population of Lucknow and found 
5°43 per cent of the people belonged the Rh-nega- 
tive type. Sanghvi and Khanolkar (1949) ex- 
amined 200 samples of blood of Koksnath Brahman 
and Chandraseniya communities in Bombay. 
They obtained the Rh-negative rates as 35 and 10 
per cent respectively. Row (1952) determined the 
Rh-negative rates amongst South Indians. He 
tested 132 samples of blood for presence of Rh-D 
antigen and found 3°79 per cent belonged to Rh- 
negative type. Pathak (1954) examined 224 
samples of blood, both from male and female in- 
dividuals of the Punjab with human anti-Rh sera. 
He found Rh-negative rates amongst the females 
as 12°28 per cent and amongst the males 7°49 per 
cent respectively. 

Review of literature shows that there is scope 
of collection of more data on Rh typing in India 


MATERIAL AND METHOD 


Samples of blood were obtained from a series 
of 1,435 subjects consisting of blood donors of 
Blood Bank at Calcutta, patients from different 
hospitals referred for transfusion reaction or for 
the possibility of Rh incompatibility. The ages of 
these subjects varied from 20 to 55 years. In addi- 
tion samples were obtained from cord blood. All 
the subjects were Bengalees of both sexes, mainly 
males 

The presence of Rh- or D-antigen was deter- 
mined by the slide conglutination method. One 
drop of anti-Rh slide testing serum of Ortho Labo- 
ratory was mixed with one drop of oxalated sample 
of blood (50 per cent suspension) on a slide warmed 
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to 37°C. The results were recorded within 2 to 3 
minutes. 

All the negative results were confirmed by 
further testing of the samples with complete or 
bivalent anti-Rh D serum by the tube method. 
To 2 drops of 2 per cent suspension of washed 
unknown cells placed in a small test-tube (3" x 4") 
one drop of anti-D saline active (Ortho) serum 
was added. The tubes were placed in the incu- 
bator at 37°C for 1 hour. These were then centri- 
fuged at 500 revolutions per minute for 1 minute. 
The results were read both macroscopically and 
microscopically. 

* 380 samples were in addition tested with 
known anti-C and anti-E sera in test-tube accord- 
ing to standard technique. 


RESULTS 


Results of test with anti-D sera are shown in 
Table 1. 

In this series there were 76 D-negative and the 
frequency of D-negative was therefore 5°3 per cent. 


Tarte 1—SHOWING RH-NEGATIVE RATES AMONGST THE 
BENGALEES 


Total number Kh-positive Rh-negative 


of samples No. Per cent No. Per cent 
exanined 
1,435 1,359 94-7 76 5:3 


For a comparative study the results obtained 
by different workers in the different parts of India 
are presented to Table 2. The nature of Rh pheno- 
tvpes amongst the Bengalees has been shown in 
Table 3. The incidence of dominant and reces- 
sive genes amongst Bengalees are shown in 
Table 4. 


CONCLUSION 


The incidence of Rh-negative rates varies in 
different races and in different countries. This 
variation is very wide, ranging from 0 per cent in 
Burmese and Indonesians to 42°25 per cent 
amongst the Basques. 

This incidence of the Rh-negative rates from 
the data in hand at present varies from 2 to 10 
per cent in the different peoples of India. In the 
present series, the rate appears to be of the order 
of 5°3 per cent in the Bengalees. This corresponds 
well with the values so far presented by other 
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TABLE 


Group tested 


Greval and 
(1943) 
—do— 
Das Gupta 


Roy et al 


Indians (Calcutta) 


Indians (Calcutta) 

Indians (Calcutta) 

Bengalee (Calcutta) 

(Present series) 

Indians (Bombay) 
Koksnath Brahmans (Bombay) 
Chandraseniva Prabhus (Bombay) 
Indians (Madras) 

South Indians (Madras) 

Indians (Lucknow) 


do— 


Mazumdar 


Pathak (1954) 


South Indians (Madras) 


Indians (Punjad) Row (1952) 


TABLE 3—-SHOWING PHENOTYPES AMONGST THE BENGALEES 
(Samples tested with anti-D, anti-C, anti-E sera) 


Rh type Number Per cent 
70-27 
10:53 
10-26 

316 
0:26 


CD ee 
ce DE 
CDE 

ccDee 

Cddee 
cedd E 
Cdd E 0:26 


ceddee 5:26 


workers. With regard to methodology there is a 
point for note. 


From the data on Rh phenotypes it appears 
that the incidence of ‘CD’ is quite high amongst 


the Bengalees. From the data in Table 4 it 
appears that FE gene is mostly recessive. The C 
and D genes are mainly dominant. The C gene 
gets dominant in association with D but rarely 
alone. D gene can get dominant itself irrespec- 
tive of gene C. 


SUMMARY 


In a series of 1,435 subjects the incidence of 
D-negative was 5°3 per cent. The series, however, 
represents a selected group. The incidence of 
‘CD’ type was found to be highest. C and E anti- 
gens were dominant usually in association with D. 


Authors and year 


Roy Choudhury 


(1944) 


(1958) 


Khanolkar and Sanghvi 
Sanghvi and Khanolkar (1949) 5. 3-5 


Ranganathan et al 
Ranganathan et al 
(1948) 116 


2—SHOWING COMPARATIVE ANALYSIS 


No. of 
sampes 
tested 


Rh- 
per cent 


Rh+ 
per cent 


90-00 10-00 
7°80 
10-00 
5:29 


(1946) 


(1945) 2-00 
10-00 
4:14 
8:50 

224 7-49 
(male & 12:28 
female) 

132 3-89 


(1949) 
(1946) 
(1948) 


INCIDENCE OF DOMINANT AND 
AMONGST THE BENGALEES 


TABLE 4—.SHOWING 
RECESSIVE GENES 
Per cent 


Type of gene Number 


Cc 81-05 
ce 18-95 


Total 


cD 
Cdd 
ecD 
ecdd 
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INCIDENCE OF HUMAN ANTHRAX 
IN NORTH KANARA 


N. S. DESHPANDE, 
Supa, Mysore 


INTRODUCTION 


Incidence of human anthrax in Supa, a village 
in the North Kanara district in Mysore State was 
preceded by a ravaging anthrax epizootic in the 
animal population including cattle and _ forest 
animals such as bisons, etc. The first case of 
human anthrax was detected in Supa dispensary 
on the 10-6-1957 about one month after the 
appearance of cattle anthrax. 

Anthrax is likely ‘to remain endemic in this 
tract in future affecting both the human as well 
as the animal population, because many of the car- 
casses of animals dying of anthrax were thrown 
out on the open fields. If the carcasses are buried 
or burnt, the bacilli are destroyed, but if the 
bacilli were to get access to open air which con- 
tains oxygen, they form spores which are very re- 
sistant and can survive for vears together remain- 
ing a potential danger of infection for years to 
come. 

All the five cases of anthrax treated in Supa 
dispensary were of the cutaneous variety. Due 
to lack of laboratory aids, cases of pneumonic and 
intestinal anthrax might have been missed, if at 
all they have occurred. 


DISCUSSION 


Aetiology—The source of infection is the 
anthrax-affected cattle. The possible carrier, in 
these cases of cutaneous anthrax, is a big fly 
called tabanus (Fig. 1), which resembles exter- 
nally a housefly but is far bigger in size being 
about one inch in length. 

This fly makes its appearance in this 
about the month of April and disappears after the 
start of the monsoon. It attacks the animal and 
sucks its blood. Such a fly was caught while 
sucking the blood of an animal, and was dissected 
eighteen hours later. There was blood in the 
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Fic. 1—Tapanus Fy 
(natural size—%—1") 


stomach and a smear from this blood showed 
anthrax bacilli as investigated by the Veterinary 
Disease Investigation Officer of Bangalore. 

All the 5 cases treated were adult males. In 
all, the exposed parts of the body were affected. 
Of these, three persons gave definite history of a 
sting by a tabanus fly. All of them were agri- 
culturists by occupation coming constantly in con- 
tact with cattle. The cattle belonging to these 
5 persons had died of anthrax. 

The diagnosis was not difficult as 
anthrax was prevailing. In three of the 
there was definite history of a sting by tabanus fly. 
Clinically there was umbilicated eruption, asso- 
ciated with itching, surrounded by a zone of in- 
duration with enormous and extensive swelling 
of the affected part accompanied with or without 
fever. 


cattle 


cases 


Smears of only two of the cases could be 
studied. One was positive and the other was 
negative for anthrax bacillus. The smear-negative 
case has not been included in this series 

Pneumonia is the usual and common compli- 
cation. In 4 of the 5 cases pneumonia was pre- 
sent. In 2 of the cases central neryous system 
was involved as was manifested by their semi- 
conscious condition. 

Treatment—Penicillin was the drug of choice. 
It had to be administered in heavy doses. In very 
toxaemic cases 2,800,000 units of penicillin divided 
in two doses were administered daily until the 
toxaemia and fever subsided which took about two 
to three days. The fever subsided by lysis in all 
the cases. Subsequently procaine penicillin 400,000 
units was injected twice daily until the whole 
eruption was covered with a scab and the swelling 
completely disappeared, which took about eight 
to ten days. 

Only in 1 case the scab has separated leaving 
a very shallow healthy ulcer. In the remaining 
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cases the scab is still persisting. And from the 
slow rate of healing of the eruption, it would 
appear to take many more days for the skin over 
the eruption to be normal. 


CASE NoTES 


Case 1--R.L., aged 36, seen on 106-57. There was 
no definite history of any sting. There was umbilicated 
eruption on the left deltoid region with swelling of the 
left arm and left side of the chest for 3 days, associated 
with fever, body ache and headache. There was also 
moderate toxaemia and the patient developed pneumoni 
signs on the third day. 

Case 2—R.S., aged 65, seen on 11-6-57. Had a sting 
by tabanus fly 3 days ago. Smear was positive for 
anthrax bacillus. Eruption on the right thigh with 
swelling of the whole right lower extremity. There 
was high fever and severe body ache. 

Case 3—K.S., aged 45, seen on 13-6-57. There was 
no definite history of sting by a fly. Umbilicated erup- 
tion with swelling of the leg, gradually enlarging for 
15 days; no fever, ambulatory. 

Case 4—G.B., aged 40, seen on 17-6-57. History of 
sting by a tabanus fly on the left popleteal region. 
Umbilicated eruption with swelling of the whole left 
lower extremity and fever of 5 days’ duration. Cough 
since 2 days. His general condition was very poor on 
admission as he was semiconscious. Both lungs were 
congested. 

Case 5—K.C., aged 25, seen on 20-6-57. There was 
no definite history of sting by a fly. Umbilicated erup- 
tion on the right elbow with swelling of the right arm 
and axilla and of the right side of the chest of 3 days’ 
duration. The right axillary lymph node was markedly 
enlarged and tender. The patient developed pneumonia. 
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PRACTITIONERS’ SERIES 
ABSCESS AND ITS MANAGEMENT 
S. C. ALMAST, 


Surgeon 
Tirath Ram Shah Hospital, Delhi* 
INTRODUCTION 


The early diagnosis and adequate treatment 
of an abscess is one of the most urgent and by 
no means one of the most easy, problems met with 
in general medical practice. Abscess spares no part 


* Lately of Badshah Khan Hospital, Faridabad, C. Rly 


of the body and involves the extremities, parietes, 
brain, bones, lungs and the pleural and peritoneal 
cavities and viscera. 


TYPES 


An abscess is a localised collection of pus, 
which has formed as a result of bacterial infec- 
tion and become localised by the inflammatory re- 
action of the surrounding tissues, the pus formed 
by the dead tissue and organisms being enclosed 
by a wall of leucocytes and tending to point along 
the line of least resistance as its tension increases. 

Three types of abscesses are described: (1) 
Acute or the pyogenic abscess which is the most 
common lesion encountered in practice. (2) The 
pyaemic abscess which is usually multiple and 
results from septic emboli in pyaemia cases. 
(3) Cold abscess which usually results from tuber- 
culous infection of the glands and bones. An 
analysis of a series of 508 cases of abscess record- 
ed from B. K. Hospital, Faridabad, included 465 
cases of pyogenic abscess, 15 cases of cold 
abscess, 10 of multiple pyaemic abscess, 2 stitch 
abscess and 16 carbuncles. 


ACUTE OR PYOGENIC ABSCESS 


An acute abscess results from invasion of the 
tissues by pyogenic organisms. It may occur at 
the original site of infection of the body (primary) 
or at some distant point, usually the adjacent 
lymph glands (secondary). Abscess formation is 
usually established within five to seven days of 
the development of inflammatory signs after the 
infection. 

In an analysis of 465 cases of acute abscess 
formation at B. K. Hospital, Faridabad, over half 
of the cases (62 per cent) pyogenic abscess in- 
volved the extremities. The trunk was affected in 
about one third of cases (32°2 per cent) and the 
head and neck was involved in only 15°34 per 
cent of cases. The high incidence of abscess in 
the hands and feet may be attributed to the fact 
that they were the parts put to active use most 
of time and were therefore more prone to trauma 
and infection. Breast abscess was common in 
suckling mothers ; the incidence of abscess of the 
buttock and arm increased because of the popu- 
larity of injection treatment and these being the 
sites of intramuscular injections. Abscess of 
groin, axilla, iliac region and neck occurred due 
to secondary infection of the lymph glands of 
these areas due to a primary focus of infection in 
the area they drain. Perineum was the site of 
abscess formation because of its nearness to the 
urethra and anus, and the difficulty in maintain- 
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ing cleaniness of the parts. Abscess of the thigh, 
leg, jaw and mastoid region were usually asso- 
ciated with the inflammation of the underlying 
bones. 


Signs and symptoms—The signs are local heat, 
redness, swelling, pain and loss of function of the 
part of the body involved. As the process ad- 
vances to abscess formation these signs increase 
and the pain becomes throbbing in nature. The 
pain is very acute if the affected part is dependant, 
e.g., the breast, scrotum, hand in the hanging 
position. Support to the affected part will de- 
crease the acuteness of the pain. The lymph 
glands draining the area are usually enlarged and 
tender. When the abscess forms the red area gets 
localised. Swelling is at first brawny and oede- 
matous. When softening has occurred fluctuation 
becomes manifest. Swelling and redness may not 
be apparent if suppuration is situated deep to a 
dense fascial plane, e.g., under the parotid fascia. 
Increasing superficial oedema is characteristic of 
deep pus, e.g., in acute mastitis and ischiorectal 
abscess. 

The constitutional symptoms of malaise and 
fever vary depending upon the size and site of 
the abscess and the tension within the cavity. 


Management—Abscess can sometimes be pre- 
vented if measures which help in the resolution of 
the inflammatory process are taken in time when 
an abscess threatens to form. The process of 
abscess formation is aborted by general and local 
rest, elevation of the affected part, application 
general constitutional treat- 
A comparatively fewer 


of cooling lotions, 
ment and chemotherapy. 
number of inflammations lead to abscess forma- 
tion since the advent of chemotherapeutics and 
antibiotics. 


Sulphonamides, penicillin or broad spectrum 
antiboitics should be given. They convert a 
generalised infection into a local one, help in the 
process of healing to proceed and relieve the 
patient from the constitutional symptoms. 

Evacuation of pus is the general rule. When- 
ever and wherever there is a collection of pus, it 
must be drained out. When the pus has been 
removed from the abscess cavity the walls of the 
cavity meet and the healing of wound takes place 
by granulation. 


Superficial abscesses are drained by a free in- 
In regions where pus lies deep and free 
incisions are fraught with danger to important 
anatomical structures, e.g., axilla, parotid gland 


cision. 


and the thigh, the method of Hilton is used. This 
consists of incising the skin and fascia and open- 
ing the abscess by thrusting a pair of sinus forceps 
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into the cavity. By separating the blades of the 
forceps a sufficiently large opening can be made 
to insert if necessary a finger, followed by a drain- 
age tube. Aspiration and putting in penicillin 
solution in the abscess cavity through the aspirat- 
ing needle may also be done. The process is 
repeated till the abscess dries up and healing 
takes place. 

Incision and drainage—The incisions must be 
adequate in size, of an equal length throughout 
their whole depth, and made at the most depen- 
dant part of the abscess cavity in order to provide 
free and efficient drainage for the pus. The most 
dependant part refers to the lowest portion of the 
inflamed area with the part in that position of rest 
in which it will be maintained by the patient and 
the surgeon after incision. 


In opening all abscesses, care should be taken 
to cut parallel to and not accross important struc- 
tures. 

Thus abscesses in the limbs are opened by a 
longitudinal incision parallel to the course of 
vessels and nerves, and in the axilla parallel to 
and midway between the axillary folds. In the 
breast the incision is made in a direction radiating 
from the nipple, i.e., along the direction of the 
ducts and not across them. When practicable inci- 
sions should be made along the natural creases 
of skin in order to avoid ugly scars and keloids. 


In treating deep abscesses among important 
structures, e.g., in the axilla, thigh, Hilton’s 
method of incision of abscess should be used. If 
deep-seated matter is suspected but cannot be 
satisfactorily made out, an aspirating needle or a 
trocar and canula may be used to explore, and 
incision made after some pus comes out as the 
content of aspiration. 


An abscess should be incised as soon as it has 
formed but not prematurely. Premature incision 
is dangerous as it may hinder the localisation of 
the inflammatory process by opening up fresh 
planes to the spread of infection. Throbbing pain, 
localised swelling and redness, flucuation and in- 
creasing superficial oedema are all evidences of pus 
formation three situations in which 
incision should bi early fluctuation 
should never be awaited ; they are the breast, the 
ischiorectal fossa and the pulp of the finger. 
Overlying dense layer of fat and cellular tissues 
render the fluctuation late in these areas 


There are 
mad, 


When an abscess has been opened and the pus 
evacuated, a bleeding granulation tissue remains 
behind lining the abscess cavity. If nothing is 
done to check this bleeding, the abscess cavity 
will again be full of blood which turns into pus 
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and hinders the process of healing by granulation 
tissue, by allowing no space for the process of 
repair to proceed. 

In some sites this bleeding may be so large 
that the patient may die of haemorrhage and 
shock. The procedures which are adopted to stop 
this bleeding at the various sites of abscess forma- 
tion are described below : 

(i) When an abscess lying along a bone (e.g., 
the thigh, arm, fingers) has been opened, the after 
bleeding can be stopped by a pressure bandage, 
the bone offering the necessary resistance to 
obliterate the abscess cavity. 

(ii) In an abscess which lies at a site between 
two bones, e.g., the forearm or leg, if we apply 
a pressure bandage to stop after bleeding it wont 
work if the abscess cavity lies between the two 
bones. Such an abscess cavity is packed tightly 
with gauze, which is removed after 48 hours. By 
that time the bleeding has stopped and the wound 
is dressed without packing. 

Once the pus has been evacuated the area 
should be treated by methods applicable in the 
treatment of the earlier stages of infection. Under 
such conditions closure of the wound and repair 
will not be long delayed though the purulent dis- 
charge may continue for some days. In addition 
to rest to the patient, the parts like scrotum and 
breast require supportive bandages and the limbs 
splintage in order to ensure local rest. Use of 
chemotherapeutic agents may be necessary in 
some cases. 

Persistance of a discharging wound (sinus) 
after incision of an abscess is usually due to in- 
adequate drainage, due either to the incision be- 
ing small, or not placed at the most dependant 
point of the area. Advantage should be taken 
of the force of gravity in drainage of the abscess 
by keeping the patient in suitable position after 
order to encourage 
of an inadequate 


abscess in 
closure 


incision of the 
drainage. Premature 


incision with recrudescence of the inflammatory 
trouble, is best dealt with by a further adequate 
and suitably placed opening. 


PyarEmic ARSCESS 


Pyaemia is a condition due to circulation in 
the blood stream of infective emboli composed 
of masses of bacteria, infected clots of fibrin or 
blood or vegetations in conditions such as infec- 
tive osteomyelitis, arthritis, infestive phlebitis 
and bacterial endocarditis. Multiple abscesses 
develops in pyaemia in scattered areas and organs 
of the body due to lodgement in the capillaries of 


the circulating infective emboli. These abscesses 
are commonly painless and are sometimes acci- 
dentally discovered while sponging the patient. 


Clinical manifestations consist in addition, 
abscess formation, features of infection, repeated 
rigors and intermittent rise of temperature and 
signs of toxaemia. 


Treatment consists in treating the primary in- 
fective condition with chemotherapy and anti- 
biotics, and general measures consisting of strict 
bed rest, nutritive diet, alkaline mixture, endeav- 
our to prevent further emboli from reaching the 
blood stream, and timely drainage of secondary 
abscesses. One should be always on the look out 
to detect any new abscess formation in various 
parts of the body including the vital organs like 
the heart, brain and the liver. 


CoL_p ABSCESSES 


They usually result from tuberculous infection 
of glands and bones. The commonest examples 
met with in general practice, are the cold abscesses 
as a result of tuberculous lymphadenitis of the 
neck and the axillary glands. 

The treatment consists primarily in the treat- 
ment of the tuberculous condition by anti-tuber- 
culous drugs, nutritive diet, judicious surgical 
intervention and rest in plaster as the case may 
be. Open drainage should be limited to the cases 
when it is essential where conservative measures 
have failed. 


CASE NOTE 


ANEURYSM OF THE PULMONARY 
ARTERY 


N. R. KONAR, (CAL.), M.R.c.P. (LOND.) 
Professor of Medicine 

AND 

D. SARKER, M.B., D.M.R.D. (ENG.) 


Professor of Radiology 
Nilratan Sircar Medical College, Calcutta 


Aneurysm of the pulmonary artery is very rare and 
that of the artery and of its main branches is rarer still. 
At the Mavo Clinic on the basis of necropsies the ratio 
of pulmonary aneurysm to other diseases was 1 :17,545 


(Deterling and Clagett, 1947). Bovd and McGavack (1939) 


collected from the literature 139 cases of aneurysm of 


i 
% 


the pulmonary artery and in 111 of them the diagnosis 
was proved at necropsy. 

Deterling and Clagett (loc. cit.) gave an analysis of 
36 cases of aneurysm of the pulmonary artery including 
one of their own verified by necropsy. These cases were 
exclusive of the series reported by Boyd and McGavack 
in 1939. Out of the 36 cases only in three the aneurysm 
was bilateral. They pointed out that in this disease 
both sexes were almost equally affected, the age in 
cidence was however lower than that of aortic aneurysm. 


Syphilis was the aetiological factor in more than a 
third of the cases, congenital cardiovascular anomalies 
also played a major role. A persistent ductus arteriosus 
was present in more than 20 per cent of the cases. Less 
common aetiological factors were subacute bacterial 
endarteritis, atheroma and trauma. 


Exertional dyspnoea was the commonest manifesta- 
tion, Other associated symptoms were cough, haemopty- 
sis and chest pain. Cyanosis and oedema were: late 
manifestations and were due to cardiac failure or con- 
genital anomalies. A harsh systolic murmur was heard 
over the pulmonary area in 55 per cent and a thrill in 
23 per cent of the cases. In a few patients a diastolic 
murmur was also heard in the same area. The right 
ventricle was usually enlarged. Electrocardiograms 
showed right ventricular preponderance. 


In aneurysm of the pulmonary artery, characteristic 
findings are usually obtained on radiological examina- 
tions and most cases are diagnosed pre-mortem on them. 
Generally, a discrete rounded mass is seen in the peri- 
hilar region, separate from the aortic shadow. Oblique 
views show that the mass is beneath the arch of the aorta 
and anterior to the aortic shadow. It may show expan- 
sile pulsation and in some cases ‘hilar dance’ may be 
observed. Sometime its wall may be calcified. There 
have, however been cases of aneurysm of the pulmonary 
artery confirmed by necropsy, in which no pulsation had 
been seen on roentgenoscopy (Deterling and Clagett, 
1947). Angiocardiography would be of additional help in 
the diagnosis of the condition (Robb and Steinberg, 
1940). 

The average age at death of the patients was 42-8 
vears (Boyd and McGavack, 1939). 

Jelinek and Owen (1958) reported a case of bilateral 
pulmonary artery aneurysm associated with persistent 
ductus arteriosus. The case was diagnosed on radiologi- 
cal findings which consisted of a large, dense, rounded 
opacity situated at the level of the pulmonary cone in 
the postero-anterior and lateral views. Expansile pulsa- 
tion was not demonstrated. The diagnosis was confirmed 
at necropsy. The age of the patient at death was 44 
years. They thonght that the aneurysm was secondary 
to congenital persistence of the ductus arteriosus. 


We are reporting below a case of aneurysm of the 
pulmonary artery and of its main branches. 
Case REPORT 


L. B. B., male, aged 50 years, a manual worker, 
was admitted in Nilratan Sircar Medical College 
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Hospital on 17-2-1958 with the complaints of 
dyspnoea on exertion and cough for last five 
years. He had two bouts of haemoptysis, one 
about 1% years ago and another in December 
1957. He sustained a minor injury in the head 
and chest about two years ago. There was no 
significant personal history. At the time of ad- 
mission or during his stay in the hospital for about 
two months he had practically no symptoms. As 
some suspicious shadows were found on radiologi- 
cal examination of the chest he was admitted in 
the hospital for further investigations. 


He was well built and looked apparently 
healthy. There was no anaemia, cyanosis, jaun- 
dice or oedema. The neck veins were not 
engorged. Pulse was 80 and respiration 18 per 
minute. Blood pressure was 140/90 mm. of Hg. 
Apex beat of the heart was not palpable. No other 
pulsations were noted in the precordium. The 
pulmonary second sound was accentuated and 
split. The splitting was not widened on deep 
inspiration. No murmur was heard over the heart. 
Breath sounds were markedly diminished over the 
left upper part of the chest. No adventitious 
sounds were heard. The liver and spleen were 
not palpable. No abnormalities were found in 
other systems. Hb. 11°6 g. per cent, red cells, 
4 million per c.mm., white cells 9,100 per c.min. 
with neutrophils 70 per cent, lymphocytes 28 per 
cent and eosinophils 2 per cent. No abnormalities 
were detected in the urine and stool. E.S.R. 
(Westergren) was 17 mm. per hour. Wassermann 
reaction of blood was positive. Electrocardio- 
grams suggested right ventricular preponderance 
and strain (Fig. 1). 


Radiological examination of the chest showed 
aneurysmal dilatation of the main trunk of the 
pulmonary artery and its right main branch. 
Some degree of dilatation of left main branch was 
also seen incorporated in the convexity of main 
pulmonary artery. The aortic knuckle was hypo- 
plastic. The transverse diameter of the cardiac 
shadow was increased. Apart from some proni- 
nence of the second and third divisions of the 
right branch of the pulmonary artery above the 
right hilum, the vasculature of the lung fields was 
normal (Fig. 2, vide Plate). A deep impression 
and posterior deviation of the oesophagus pro- 
duced by the pulmonary artery and its left main 
branch was seen in the right oblique view (Fig. 3, 
vide Plate). In the left oblique view the normal 
translucency of the aortic window was completely 
filled up and opacified by the dilated left main 
branch of the pulmonary artery and the left main 
bronchus was encroached by this vessel (Fig. 4, 
vide Plate). There was no expansile pulsation in 
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Fic. 1—SHOWING RIGHT VENTRICULAR PREPONDERANCE AND STRAIN, 


the abnormally dilated vessels. Angiocardiogra- 


phy was not done. 


DISCUSSION 


Detection of two discrete shadows in the hilar regions 
of the lungs separate from the aortic shadow suggested 
the possibility of pulmonary aneurysm. Exertional 
dyspnoea, cough and haemoptysis are characteristic 
symptoms of this disease. No pulsations were noticed 
in the aneurysms, but it has been suggested that forma- 
tion of blood clot in the aneurysmal sacs may prevent 
pulsations. 

The shadows in the hilar regions of the lungs were 
separate from the aorta, hence it could not be a case of 
aortic aneurysm. In atrial septal defect E.C.G. usually 
reveals right bundle branch block and screen examina- 
tion shows ‘hilar dance’. Both the features were absent 
in the present case. 

Primary pulmonary hypertension is a rare disease and 
sex incidence is predominantly female (Wood, 1956) 
Symptoms include dyspnoea, angina pectoris and synco- 
pal attacks. ‘Tricuspid pansystolic murmur, a_ closely 
split second heart sound with accentuation of the pulmo 
nary element and a Graham Steell pulmonary incom. 
petent diastolic murmur are usually heard. The electro- 
cardiogram shows a P pulmonale and gross right ven- 
tricular preponderance X-ray shows a= small aorta, 
dilated pulmonary artery, enlarged right ventricle and 
itrium and light peripheral vascular markings of the 
lungs. In the case under discussion there was no history 
of anginal or syncopal attacks Auscultatory findings 
over the heart were negative, and the E.C.G. did not 
show P pulmonale. 

As no congenital cardiac lesions were detected and 
the Wassermann reaction of the patient’s blood was 
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positive, syphilis was probably the aetiological factor in 
this case. 


SUMMARY 


Aneurysm of the pulmonary artery is a rare clinical 
condition. A short resumé of the literature and of the 
clinical features of the disease has been given. 

A case of aneurysm of the pulmonary artery and of its 
main branches has been described. It was probably of 
syphilitic origin. 

The patient at the age of fifty maintained fairly good 
health and his symptoms were not much disabling. 
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OUR CONFERENCE 


The members of the Indian Medical Associa- 
tion met at Cuttack on 26-28 December 1958 at 
the 35th All India Medical Conference. This con- 
ference is held every year and it provides an oppor- 
tunity for the members of I.M.A. from the diffe- 
rent branches to discuss problems of mutual 
interest. 

While the problems that confront the physi- 
cians vary with their location, they have a com- 
mon bond, the medical care of their patients ; and 
medical conferences of this type establish valuable 
personal contacts and permit an exchange of 
ideas. 

The difficulties which face the medical profes- 
sion is that the attitude of the government has not 


‘proved much helpful in solving problems quite 


according to the opinion of the experienced mem- 
bers of the medical profession of the country. We 
regret that the national Government is still follow- 
ing the tradition of the former foreign rulers of 
the country. 

In this connection we may quote Prof. 
Neuffer, the President of the German Medical 
Association. While his remarks had no doubt 
special reference for his own country, they 
apply equally well to the conditions availing here. 
The Professor said,’ ‘‘the State and its agencies 
continue to invade medical spheres which could 
be more efficiently handled by the practising 
doctor. Obviously the State must be responsible 
for public health. But a sharp difference should 
be made between tasks which can only be fulfilled 
by the State and tasks, which the State may 
handle, and the domains which will never be pro- 
perly handled if the State interferes. The State’s 
tendency to invade more and more the spheres of 
social and individual life by orders and regulations 
can become a special danger for the medical pro- 
fession. State law underlines the predominance of 
personal responsibility over the regulations of each 
collectivity. As health is an important part of 
their entire human personality, evervbody a priori 
is self-responsible for his own health. Health 
policy of the State should not destroy or under- 
mine this responsibility but should try to sponsor 
and develop it. Only then can the physician 
exercise his profession under proper conditions. 
One experience here is rather startling. Whilst 
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the State irresistibly and steadily enters the most 
personal spheres of medical practice, health policy 
is treated in a stepmotherly fashion within the 
frame of general policy. Whenever the State 
should assist only by financial aid, it always con- 
siders other tasks as more important. 

In the present position prevailing in this 
country, the medical profession has the difficult 
task of regulating the activities of the government 
in the sphere of health and medical care. But 
members of the medical profession cannot do it 
by individual effort. Collective action is necessary. 
The object of our Association is to direct such 
collective efforts against any ill-advised health 
policy of the Government. 

Again to speak effectively for the profession, 
the Association should have as many members as 
possible. In a country where the total number of 
medical men is about 80,000, our Association must 
have the majority of them in its fold 

Dr. C. QO. Karunakaran in his presidential 
address at the Cuttack Conference wanted to have 
the membership strength of the Association 
doubled by the end of this year. Dr. Karunakaran 
said: ‘‘With the attainment of independence 
came the call to raise the Association to the 
stature which national medical associations in 
other countries enjoy. Without attaining that 
stature we cannot discharge our duties to the pro- 
fession and the people. In most of the Latin 
American countries and some of the European 
countries membership of the national medical asso- 
ciation is obligatory. In countries like Denmark 
and Holland, although there is no compulsion, 
there is 100 per cent membership and in other 
advanced countries 90 to 98 per cent of doctors 
are members of their national association. We 
have to reach that level in the shortest possible 
time. That is not only the profession’s necessity 
but also the country’s necessity, because national 
health demands the united efforts of the entire 
medical profession, which cannot be marshalled in 
the absence of a strong national medical associa- 
tion. Therefore, it is the dutv of every doctor 
to join the Association.”’ 

It was one of the foremost tasks confronting 
any professional association to persuade those who 
are outside its folds to become members. The 
Indian Medical Association should not be an ex- 
ception to this general principle. This will make 
for increased numerical strength. But what is 
more important this will enhance the prestige and 
status of the Association. When all or nearly all 
the members of the medical profession band toge- 
ther in one organisation, no Government can 
ignore the considered opinion of the Association 
as it seems to be doing at present. 


CURRENT MEDICAL LITERATURE 


Peptic Oesophagitis Simulating ‘Post-Cholecystectomy 
Syndrome’ 


FRIEDMAN, A. I. (Ann, Int, Med., 49: 120, 1958) of 


Hackensack, New Jersy, writes : 

Cholecystectomy for cholelithiasis was performed in 
four patients without relief of symptoms. In one patient, 
a presumptive diagnosis 


the 


sphincterotomy for 
failed to 


subsequent 


dyskinesia also relieve sympto- 


to 
with 


of biliary 


matology. Gastroenterologic exaniimnation from one 


eight years later revealed hiatus hernia (sliding) 


peptic (reflux) oesophagitis. Medical therapy produced 
symptomatic relief in three patients, while one required 
surgical intervention for repair of the hernia. 

The in 
stances a result of inadequate preoperative investigation. 


‘postcholecystectomy syndrome’ is some in- 
Peptic oesophagitis may be responsible for the symptoms 
of a of ill-b! vider 


whenever heartburn and sour regurgitation appear pro- 


patient with calculous disease the ¢ 


minent in the clinical picture. In these patients the deci 
to for gall-bladder 
barium meal study. 


sion operate disease should be an 


for 
silent, calculous gall-bladder makes such clinical investi 
gation mandatory to avoid some of the failures of gall- 
bladde r 


indication The high incidence of 


surgery 


Surgery of Portal Cirrhosis of the Liver 


LINTON, R. R. (Am. J]. Med., 24: 941, 1958) from the 
Department of Surgery, Massachusetts General Hospital 
and Harvard Medical School, Boston writes : 

Transthoraco-oesophageal suture of bleeding oesopha- 
geal varices is recommended as an emergency life-saving 
in whom 
develops from oesophageal varices and in 


procedure in those patients exsanguinating 
haemorrhage 
whom it is necessary to institute cardio-oesophageal tam- 
In this 


to control the bleeding vessel and then institute 


ponage with a balloon type of tube. way it is 


possible 
medical 


measures to prepare the patient for shunt sur- 


gerv, usually within 


The 


oesophageal 


a period of four to six weeks 

of bleeding 
of the 
that has vet been developed in the construction of either 
The 
in our clinic with this method of surgical 
The life of 
patient has been prolonged and the incidence 
In 


despite their ability to maintain a 


most effective definitive treatment 


varices secondary to cirrhosis liver 


a splenorenal or a direct portacaval anastomosis 


results to date 


therapy have been extremely 
the « 
of 


controllable 


encouraging 


rrhot 


bleeding greatly reduced. a few patients with un- 


iscites, 
normal serum albumin level, the construction of a spleno- 
renal shunt has produced spectacular results in the relief 


of ascites. 


Acroparaesthesia and the Carpal Tunnel 

Dick, T. B. S 
1958) from tl 
that the 


nocturnal attacks 


(Brit. M. J., 2: 
sroup of Hospitals 


AND ZADIK, F. R. 
Wigan 
term acroparaesthesia is used to describe 
of 
the hands of middle-aged 


288, 
and Leigh 
report 
severe pain and tingling that affected 


women 


20 


The patients are not always female and not always 
middle-aged, though usually they are both. In the great 
majority the pain and paraesthesia are nocturnal—the 
patient waking from sleep with severe tingling in the 
thumb and fingers. The hand is usually described as 
swollen, Often the patient is completely free of symptoms 
during the day. 

McArdle was the first to suggest that compression 
of the median nerve in the carpal tunnel by the transverse 
carpal ligament was the cause of this syndrome, 

Walshe propounded the view that it was due to stretch- 
ing of the lower component of the brachial plexus over 
the He stated that wasting and sensory losses 
do Ford called the the 
syndrome, and suggested that it arose from an accumu- 
of muscles. 

It appears that a of 
opinion still exists on the causation and treatment of 
this condition. 

In 


first rib. 


not occur. condition tired-arm 


lation metabolites in fatigued 


probable, therefore, difference 


30 cases of acroparaesthesia the tranverse carpal 
ligament has been divided in 34 wrists. In 33 there was 
of pain In the 
remaining case some other pathological condition was 
present. 

Wasting of the thenar muscles, impairment of sensa- 
as far the 
apparently 


immediate relief and paraesthesia. 


as 


tion, and pain referred to the arm, even 


shoulder, have been present in these cases 


successfully treated division of the anterior carpal 


ligament. 


by 


Surgical Diathermy of Cancer of the Rectum 


ROSENTHAL, I, L. AND TuRREL, R. (J.A.M.A., 167: 
1602, 1958) from the Department of Surgery, Mount Senai 
Hospital write : 

The application of surgical diathermy (electrocoagula- 
tion) is described in four cases of rectal neoplasm. Biopsy 
specimens from the first patient were reported as show- 
adenoma- 
the 
lesion was replaced by a scar, and there was no evidence 
of 
biopsy led to the diagnosis of infiltrating adenocarcinoma ; 


ing a noninfiltrating adenocarcinoma without 


tous tissue; after treatment by electrocoagulation 


recurrence nine months later. In the second patient, 


electrocoagulation was used because the poor general 


condition of the patient contraindicated more extensive 
surgery. Examination 11 months later yielded no evi- 
of In the third, a in 
the rectum was diagnosed as infiltrating adenocarcinoma 


dence malignancy. sessile lesion 
it biopsy; 14 months after electrocoagulation of the lesion 
at the site of the 


In the fourth patient, rectal pain of four or five 


sigmoidoscopy revealed normal mucosa 
lesion. 
years’ duration led to sigmoidoscopy 
This 

forceps, and the base was electro- 
last seen, the patient was free from 
of rectal The pre- 
sent evidence, however, that such favourable results from 
electrocoagulation in rectal cancer are exceptional. For 
the of the to re- 
commend the currently accepted surgical procedures, and 
they reserve electrtocoagulation for those patients who 
are poor surgical risks. 


ind the finding of 


an infiltrating carcinoma. lesion was removed 


with a cold biopsy 


coagulated: when 


gross evidence malignancy. authors 


invasive type lesion authors continue 


considered extremely 
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: 
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New Cytostatic Agents in Malignant Disease 

PEREVODTCHIKOVA, N. J. (German M. Monthly, 3: 104, 
1958) from the Institute of Experimental’ Cancer Patho- 
logy and Treatment of the Academy of Medical Sciences, 
Moscow, U.S.S.R. give in the following lines the summary 
of their clinical experiences with new cytostatic agents 
in malignant disease 

Sarko.ysin and Dopan are drugs of the chloroethyl- 
amine group capable of undergoing chemical reaction with 
functional groups in cellular tissue under physiological 
conditions. It is this quality which permits their entry 
into tumour cells. Dopan was shown to be effective over 
the same range of diseases as other chloroethylamine 
compounds. The spectrum of activity of Sarkolysin was 
found to differ from that of other compounds of the 
chloroethylamine group. This shows that potential appli- 
cations of the chloroethylamines have not yet been fully 
exploited and that further investigations of new chloro- 
ethy:amine derivatives may yield interesting results. 

Results with Sarkolysin |DL-p_ (bis-(B-chloro-ethy)- 
aminol)-phenylalanine hydrochloride} and Dopan [4 
methyl-5 (bis(B-chloroethyl)-amino)-uracil] in the treat- 
ment of malignant diseases are reported. Sarkolysin was 
used in 143 patients with inoperable metastasising neo- 
plasms. Favourable results were obtained only in sefi- 
noma (especially its metastases), reticulum-cell sarcoma, 
Ewing's sarcoma, malignant endothelioma, primary neo- 
plasm of the liver and bile passages, thymoma, and 
multiple myeloma. Best results were obtained against 
seminoma ; 19 of 23 patients responded favourably. The 
drug was administered once a week, 40-50 mg., to a total 
dose of 200-250 mg. Leukopenian and thrombocytopenia 
occur occasionally. 

The cystostatic spectrum of Dopan corresponds to that 
of chloroethyomine. It is effective almost exclusively 
against chronic meloid leukaemia and Hodgkin’s disease. 
It is given in oral doses of 10 mg., 4-5 days apart, to a 
total of no more than 50-80 mg. Leukopenia and thrombo- 
cytopenia occurred as side-efiects; but gastro-intestinal 
side-effects were rare and so mild that Dopan is the drug 
of choice in the treatment of Hodgkin's disease. 


Nitrofurantoin on Morbidity after Transurethral 
Prostatic Resection 


Orr, L. M., Danie, W. R., CAMPBELL, J. L. AND 
Tomety, M. W. (J.4.M.A., 167: 1455, 1958) from the 
Department of Urology, Orange Memorial Hospital, 
Orlando, Florida State, U.S.A., from an analysis of the 
study on the effectiveness of routine prophylactic chemo 
therapy in the series of 183 patients after transurethral 
prostatic resections observe : 

A group of 53 patients received 100 mg. of nitrofuran- 
toin (Furadantin) four times a day for two weeks; a 
group of 43 received half that dosage; and the remaining 
87 were treated without this drug. Nitrofurantoin was 
found by tests in vitro to have the widest range of anti- 
bacterial activity of the 11 agents tested in this study. 
Nevertheless, fever occurred postoperatively with nearly 
equal frequency in all groups, and there was no signi- 
ficant difference in the degree of pyuria among the three 
groups six to eight weeks after operation. Extensive 
study of the bacterial species involved showed Pseudo- 
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monas species to be the organism most frequently 
encountered. Neither this organism nor Staphylococcus 
aureus were suppressed by the nitrofurantoin, but all the 
other organisms showed a marked decrease in incidence. 


Liquorice Preparations in Eye Diseases 

Li, H. C. anp CHen, C, K. (Chinese M. jJ.. 76: 548, 
1958) from Tsingtao Medical College, Tsingtao, in view 
of the deoxicortone-like effect of liquorice extract which 
appears to potentiate the action of cortisone and the fact 
that sometimes it is used as a substitute for cortisone in 
patients with Addison's disease gave the drug a clinical 
trial in certain selected eye diseases the results of which 
are summarised as follows : 

The effect of oral administration of fluid extract of 
liquorice on iridocyclitis and interstitial keratitis was not 
convilcing. 

Kpiscleritis, scleritis, phlyctenular keratitis and vernal 
conjunctivitis responded favourably to local application 
of liquorice extract or sodium salt of glycyrrhizine acid. 

The results of the combined use of liquorice prepara- 
tions with small doses of cortisone were satisfactory. 

Local use of liquorice preparations gave better results 
than oral administration. Sodium salt of glycyrrhizinic 
acid was satisfactory. 


Mitral Valvotomy and Pregnancy 

G., NicHoLtson, W. F. anp Morcan Jones, A, 
(Lancet, 1: 559, 1958) from the Departing nt of ¢ ardiology 
of the University of Manchester and of Royal Iniirmary, 
Manchester in reporting on the results in 12 patients with 
mitral stenosis submitted to the mitral valvotomy while 
pregnant together with those in 77 published cases 
observe : 

In these 89 cases the operative mortality was 2:2 per 
cent and the abortion-rate 56 per cent. 

It is concluded that: (1) pregnancy does not appear 
to mecrease the operative risk; (2) by contrast with medi 
cal management the operation does not increase the foetal 
mortality; and (3) in suitable cases yalvotomy seems 
preferable to termination. 

Seventeen pregnancies in 16 patients who had pre 
viously undergone mitral vaivotomy are reported : twelve 
living children were obtained by normal full-term deli 
very, one pregnancy was terminated at fourteen weeks 
because of heart-failure ; | patient was delivered by cacsar- 
ean section at thirty-eight weeks because of toxaemia: 
there were two foetal deaths unrelated to the mothers’ 
heart condition; and 1 patient is sull pregnant 

Symptoms due to sever pulmonary congestion were 
encountered in 3 of 10 patients placed in function group 
I after the operation and 5 of 6 patients placed in 
group II. 

It is concluded that (1) although pregnancy follow- 
ing successful valvotomy is usually safe, difficulties ; 
be encountered; (2) a technically un.atisfactory opera 
tion, even if followed by reasonable functional improve- 
ment, is unlikely to permit of a trouble-fre« pregnancy; 
and (3) assessment of fitness for pregnancy cannot be 


satisfactorily undertaken sooner than six months after 


the operation. Delay in conception after this may be 
disadvantageous. 
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MEDICAL COUNCIL OF INDIA, 15TH SESSION, 1958 


Extracts from the Presidential Address of 
Dr. C. S. Patel 


On the recommendations of the Council, the Govern- 
ment of India have included the fol!owing post-graduate 
qualifications in the Schedules of the Indian Medical 
Council Act, 1933. 

(1) M.Sc. (Medical Pharmacology)—Rajputana Univer- 

sity—now Rajasthan University. (2nd Schedule). 

(2) D.L.O., D.V.D., M.S. (General Surgery), M.S., 

(Orthopaedics)—Andhra University. (Ist Schedule). 

During April-May, 1958, the inspection of post-gra- 
duate qualifications given against each of the following 
centres were carried out: 

(1) Agra University : D.C.H., D.O.M.S. 

(2) Baroda University : M.Sc. (Physiology), M.D. (Pa- 

thology), M.D. (Medicine), M.S. (Surgery), D.L.O. 
(3) Vikram University: M.S. (Anatomy), M.D. (Phy- 
siology), M.D. (Pharmacology), M.D. (Medicine), 
M.S. (Surgery), M.S. (Midwifery & Gynaecology), 
D.C.H., T.D.D., D.M.R.E., M.S. (Ophthalmology), 
M.D. (Pathology). 

(4) Andhra University : 

macology). 


M.S. (E.N.T.), M.D. (Phar- 


The Inspectors’ reports as received have been for- 
warded to the Universities concerned for their observa- 
tions, on receipt of which the matter will be placed 
before you in due course, 
\rrangements have been made to carry out inspec- 
tions for the post-graduate qualifications given against 
each, at the following centres : 
(1) Bihar University: M.S. (Anatomy), M.D. (Physio- 
logy), M.D. (Pharmacology), M.D. (Pathology), 
M.D. (Medicine), M.S. (Surgery), M.D. (Midwifery 
& Gynaecology), M.S. (Midwifery & Gynaecology), 
M.S. (E.N.T), M.S. (Ophthalmology), M.S. 
(Anaesthesia). 

(2) Andhra University : 


D.O, 
(3) Bombay University : M.Sc. (Medical) (Physiology), 


M.S. (Ophthalmology), D.A., 


M.S. (Orthopaedics) 

(4) Gujarat University: M.D. (Paediatrics), M.Sc. 
(Medical) (Pharmacology), M.D. (Pharmacology), 
M.D. (Pathology). 

(5) Punjab University: M.D. (Pharmacology), M.D. 
(Obstetrics & Gynaecology). 

(6) Rajasthan University: M.S. (Ophthalmology). 

(7) Poona University : M.D. (Pharmacology). 

As regards re-inspection of the qualifidations of Poona 
University, viz., M.S. (Surgery), M.D. (Pathology), M.D. 
(Medic ine), the Council had appointed visitors for the 
purpose, but as the recognition of the qualifications is 
involved, in pursuance of the direction of your Execu- 
tive Committee, inspection by Inspectors has been 


arranged for. 
The following post-graduate qualifications already re- 
commended to the Government of India are receiving 
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their consideration and in their reply we have been in- 
formed that they would be included in appropriate 
schedules when the new Act would come into force. 


(1) Andhra University: D.O, (Diploma in Ophthalme 
logy), D.G.O, (Diploma in Gynaecology & Obstet- 
rics), M.D. (Pathology & Bacteriology), M.D. 
(Medicine), M.D. (Obstetrics & Gynaecology)— 
\ndhra Medical College, Visakhapatnam. 

(2) Aligarh University: D.O. (Diploma in Ophthal- 

mology). 

Punjab University: M.D. (Medicine), M.D. (Pa- 

thology), M.D. (Physiology), M.S. (Ophth.), M.S. 

(Surgery), M.S. (Anatomy), D.O.M.S.—Medical 

College, Amritsar. 

College of Physicians & Surgeons of Bombay : 

F.C.P.S. (Midwifery & Gynaecology), F.C.P.S. 

(Ophthalmology), D.P.B. (Diploma in Pathology 

& Bacteriology), D.G.O. (Diploma in Gyn: & 

Obst.), D.C.H. (Diploma in Child Health). 

(5) Agra University: M.D. (Medicine), M.D. (Patho- 
logy), M.D. (Pharmacology), M.D. (Physiology), 
M.S. (Surgery), M.S. (Ophthalmology)—S. N. Me- 
dical College, Agra, M.S. (Surgery)—G. R. Medi- 
cal College, Gwalior, M.S. (Obst. & Gyn.)—G. R. 
Medical College, Gwalior, and M. G. M. Medical 
College, Indore. M.D. (Physiology)—M. G. M. 
Medical College, Indore. 

(6) Bombay University : D.O., M.D. (Medicine), M.D. 
(Midwifery), M.S. (Otolaryngology), M.S. (Sur- 
gery). 

(7) Rajputana University : M.Sc. (Medical) Anatomy. 

(8) Poona University: M.D. (Midwifery). 
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I had informed you at the last session that in view 
of the College of Physicians and Surgeons of Bombay 
having started awarding honorary F.C.P.S. diplomas to 
a number of persons recently, the Executive Committee 
had appointed a Sub-Committee to look into the matter. 
While accepting the recommendation of the Sub-Com- 
mittee, which is being placed before you, the Executive 
Committee has opined that honorary degrees should 
not be given as a rule, exceptionally however, they may 
be awarded to a non-medical person of great distinction. 
Only the names of those who appear at and pass the 
examination, are to be put on the Medical Register and 
their quatifications need be included in Schedules of 
Indian Medical Council Act, 1933 and of the new Act. 

Under the direction of your Executive Committee the 
General Medical Council has again been approached with 
regard to advancing the date of recognition in respect 
of the students trained at the M. G. M. Medical College, 
Indore, affiliated to the Agra University, i.e., with effect 
from March, 1953. At present the recognition is from 
Ist March, 1955. 

As regards the recognition of M.B.B.S. degree granted 
by the Travancore University (now Kerala University), 
the observations of the University on our recent inspec- 
tion carried out in February, 1958, are awaited, on re- 
ceipt of which the required information would be for- 
warded to the General Medical Council. 

The General Medical Council has recognised the 
M.C.P.S. diploma granted by the College of Physicians 
& Surgeons, Bombay, in respect of the persons who 
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have undergone a course of training at the Grant Medi- 
cal College, Bombay, Seth G. S. Medical College, Bom- 
bay and the Topiwala Medical College, Bombay. As 
directed by the Executive Committee an inquiry has 
been made to the College of Physicians and Surgeons of 
Bombay as to whether students from colleges other than 
those named above appear for the M.C.P.S. qualification, 
so that their case might also be taken up with the 
General Medical Council of U.K. Their reply is being 
examined, 

As regards the recognition of the M.B.B.S. degree 
of the Osmania University by the General Medical Coun- 
cil, your Executive Committee has decided that an ins- 
pection of the facilities for teaching and the standard 
of examination be carried out, and the inspection has 
been arranged for. This has been done to ensure that 
the defects pointed out by the Inspectors pri-viously 
have been remedied, so that there may not be any diffi- 
culty about the recognition of the qualification by the 
General Medica! Council of U.K. 

In pursuance of the decision of the Executive Con. 
mittee the General Medical Council of U.K. has again 
been addressed requesting them for a fair scheme of 
mutual recognition of medical qualifications between 
the two countries, so that the entry in respect of the 
U.K. in the Second Schedule of the Indian Medical 
Council Act, 1956 be formulated accordingly. 


The Delhi University has informed us that they have 
appointed a Commission to imspect the facilities for 
teaching in the Lady Hardinge Medical College and 
thereafter they would send us their observations regard- 
ing the rectification of the defects pointed out by our 
Inspectors in their reports. In view of this position the 
Council could not approach the General Medical Council 
of U.K. for the recognition of the M.B.B.S. degree grant- 
ed by the Delhi University with retrospective effect. 

Under the direction of your Executive Committee an 
inquiry has been made to the New Zealand Medical 
Council, if they are prepared to establish uncondition- 
ally reciprocity on direct basis with us. In reply they 
have stated that they could let us know when they are 
in a position to give final consideration to the matter. 

As approved by your Executive Committee the recipro 
cal recognition of medical qualifications between Victoria 
and India has been finalised and as such the qualifications 
granted in Victoria and recognised by the Medical Board 
of Victoria have been granted recognition in India, while 
the Indian qualifications approved by the Medical Coun- 
cil of India would be recognised similarly in Victoria. 

As regards reciprocity with South Africa, the Coun- 
cil has been anxious that a scheme of reciprocity should 
be established between the two countries who share so 
many matters of mutual interest. Unfortunately, the 
South African Medical Council does not want to estab- 
lish mutual reciprocal recognition of medical qualifica- 
tions between the two countries on direct basis. In 
view of this position, I am afraid, it will not be possible 
to recognise South African Medical qualifications in 
India. However, this Council will always be prepared 
to consider any proposal from South Africa—nay, from 
any country, for a fair scheme of reciprocity in the 
matter of medical education and medical practice. 
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We have been trying to explore all possible avenues 
to establish reciprocity of recognition of medical qualifi- 
cations between U.S.A. and India. Unfortunately, there 
is no Central Body in the States dealing with registra- 
tion of medical practitioners, with whom we could nego- 
tiate. According to the information received by us the 
American Universities do not observe any uniform prac- 
tice im accepting or rejecting candidates for advance 
work. Foreigners are not permitted to set up practice 
in the States on the basis of their qualifications. Under 
our special resolutions, we have, however, been allow- 
ing registration in India to Indians and Americans hold- 
ing American gualifications. Dr. John P. Habbard, Exe- 
cutive Secretary, National Board of Medical Examiners, 
Philadelphia, was here recently and he was apprised 
of the standerd of our teaching, examinations and quali- 
fications. I understand that the Educational Council for 
Foreign Medical Graduates are introducing a sort of 
screening examination of medical graduates from India 
for facilitating admission to internships and Hospital 
Residencies in U.S.A. Dr. Hubbard was told that such a 
procedure could not be accepted, especially when the 
Medical Council of India is maintaiming a high standard 
of medical education and examination in this country 
and your Executive Committee has approved of the same. 
However, as directed by the Executive Committee each 
State in U.S.A. has been asked as to whether they agree 
to our students obtaining training there and whether 
the students after they are trained can practise there 
provided they become American citizens. On receipt 
of their replies the matter will again be considered by 
the Executive Committee. Meanwhile the recommenda- 
tion of the Executive Committee that the American me- 
dical qualifications may continue to be recognised under 
the special resolutions of the Council on individual merits 
till 1960 is for your consideration as also the Executive 
Committee’s opinion that the certificates awarded by 
the Speciality Boards in U.S.A. and Canada cannot be 
considered equivalent to M.D. or M.S. degrees of Indian 
Universities. 


As decided by the Council, certain post-graduate quali- 
fications were recommended to the Government of India 
from time to time for recognition in respect of particu- 
lar medical institutions. In regard to the recognition of 
under-graduate qualifications also, the same principle 
applies relating to specifications of names of medical 
colleges under the University concerned; while under 
the same University there may be other medical col- 
leges which may not have been approved. The Govern- 
ment of India, however, did not agree to such a distinction 
being made and you have referred back for reconsidera- 
tion to the Executive Committee their recommendations 
in this behalf. After careful consideration, the Exe- 
cutive Committee have adhered to their previous recom- 
mendations and in the meantime the General Medical 
Council of U.K. has been requested to intimate the 
practice in U.K. regarding the distinction indicated in 
respect of different colleges under the same University. 

According to the present practice, while recognising 
a post-graduate medical qualification the speciality is 
indicated against each qualification. The Government 
of India have forwarded to us the plea of the Bombay 
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University, that since the M.D. and M.S. degrees of the 
University were already included in the Schedule, there 
was no need to include these degrees branchwise. Your 
Executive Committee did not agiee with the view of the 
Bombay Government that the name of the speciality 
should not be indicated with regard to the recognition 
of a post-graduate qualification in a particular speciality. 
The Government of India have, therefore, been inform- 
ed of this opinion of the Executive Committee and it is 
further pointed out that since neither the Government 
nor any other University have objected to the inclusion 
of such degrees branchwise, the Executive Committee 
did not see any reason why the Bombay University 
should object to this arrangement. 

As recommended by the Council the diploma of 
Mediciue de l’Kcole de Pondicherry granted by the French 
Medical School, Pondicherry, has beef included in the 
2nd Schedule of the Indian Medical Couacil Act, 1933. 
Your Executive Committee have postponed the consi- 
deration of the question of recogmition of M.D. (Paris), 
held by the people in Pondicherry, till it is de jure 
recognised as Indian territory for purposes of Indian 
citizenship. 

The syllabus of teaching of Preventive and Social 
Medicine for under-graduate students as formulated was 
forwarded to the Universities for their views. The 
views so received were, in pursuance of the direction of 
the Executive Committee, forwarded to Sub-Committee, 
to examine the draft syllabus in light of the views receiv- 
ed from the Universities, and to submit the proposed 
syllabus for further consideration, The recommenda- 
tions of the Sub-Committee as accepted by the Execu- 
tive Committee are being placed before you as also the 
recommendation that the training in the subject of 
Occupational Health be included in the syllabus of Social 
and Preventive Medicine. 

On reference from the Director General of Health 
Services and further information received regarding the 
inclusion of family planning in the medical curriculuin, 
the matter was referred to the same 
whose report was considered by the Executive Com- 
mittee along with the resolution on the subject which 
was referred by the Council to the Executive Committee, 
at its last meeting. ‘The report of the Sub-Committee 
together with the recommendation of the Executive Com- 
mittee that instruction in Family Planning should be 
included in the medical curriculum for under-graduate 
studies and that this should comprise of about 6 lecture- 
demonstrations at the Family Planning Centre attached 
to a medical college or to a recognised Health Centre, 
provided that this training be undertaken during the 
post-examination period, are being placed before you. 

With the introduction of one year pre-university course 
and abolition of intermediate course under some Univer- 
sities and creation of a three years’ degree course there- 
under as had been advocated by the Inter-University 
Board, a problem had arisen as to the provision of pre- 
medical education and qualifying examination for ad- 
mission into medical colleges. Thé» Executive Com- 
mittee had referred this matter to the Sub-Committee 
mentioned above, and as subsequently directed by the 
Executive Committee, the report of the Sub-Committee 


Sub-Committee, - 


was forwarded to the Universities for their opinion. All 
the information so collected has now been referred to 
the Sub-Committee by the Executive Committee for exa- 
mination and report. 

According to our recommendations on Professional 
Education the age of admission to a medical college has 
been fixed at 17 years at the time of admission or that 
the candidate should complete this age within 4 months 
of his or her admission to the College. There have been 
references from time to time from individuals concerned, 
but the Executive Committee did mot agree to relax 
this provision in any case. It has been observed now 
that there is no uniformity in this matter in the differ- 
ent Colleges and as the date of admission differs from 
University to University, some candidates are put to a dis- 
advantage. The Executive Committee have considered 
the matter and have recommended to you that the agt 
of admission to a medical college should be 17 years to 
be completed on the 26th January, following the year 
of admission. 

Under the Bombay Medical Practitioners Act, 1938, 
medical practitioners not registered are not allowed to 
practice in the State of Bombay for personal gain. The 
Bombay Government, have referred to us the sugges- 
tion to exempt foreign medical experts visiting the 
country for short periods from the operation of this pro- 
Under our special resolu- 
tions foreigners holding non-schedule medical qualifica- 
tion are recommended on individual merits for registra- 
tion with a State Medical Council in the interest of me- 


vision when found suitable. 


dical education and medical relief in the country, pro- 
vided the person concerned does not indulge in private 
practice for personal gain. No general concession in this 
behalf has been prescribed by the Council. The sug- 
gestion made by the Bombay Government does not fall 
under the scope of our resolutions and the 
foreigners referred to would be practising for personal 
gain. Your Executive Committee have expressed the 
opinion that foreign experts holding non-scheduled medi- 
cal qualifications cannot be allowed registration for per- 


special 


sonal gain, 

As the purpose assigned to the Council under the 
Act was to establish a uniform minimum standard of 
higher qualifications in medicine, the Medical Council 
of India has been deeply interested in the medical curri- 
culum pursued and the standard of examination main- 
tained at various medical colleges. Therefore, in view 
of the latest developments in and suggestions for the 
improvements of medical curriculum, a revision of the 
recommendations on professional education was under- 
taken by the Council, and in 1950 the final report of 
the Sub-Committee, which was appointed for the pur- 
pose, was forwarded to the various Universities for their 
comments, with the request that they should particu- 
larly indicate : 


(1) Whether there should be four years of training 
in the medical curriculum and one year’s intern- 
ship or four and a half years’ training and six 
months of internship; 

(2) Whether the training in Preventive Medicine 
should be wholly during the student’s medical 

curriculum or be partly in that period and _ part- 


~ 
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ly during the period of internship; it being under- 
stood that the training in Preventive Medicine 
should include experience of actual rural condi- 
tions both as regards medical relief and sani- 
tary conditions in the rural areas and supple- 
mented, if deemed necessary, by a stay of the 
student in rural areas under the guidance of 
suitable officers 

Whether a system of holding periodical examina- 
tions every fortnight or every month by the Col- 
lege should be adopted and the results of such 
examinations be forwarded to the University and 
taken into account at the time of University 
examinations in assessing the marks of students 
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at these examinations. 


In 1952, the Council adopted the revised curriculum 
for the under-graduate course. In 1953, the Council 
formulated a Committee on Under-graduate Medical Edu- 
cation to advise the Council on matters relating to 
under-graduate medical courses, the standard of exami- 
nations, teaching and training requirements, inspection 
of facilities and examinations etc. The standard require- 
ments for a medical college at 100 admissions annually 
were drawn up by this Committee and the requirements 
were finally adopted by the Council in 1954, and cir- 
culated to all the Universities and medical colleges. The 
Council revised its previous recommendations on the 
qualifications required for the appointments of persons 
to posts of teachers and visiting physicians, surgeons 
etc. in medical colleges and attached hospitals for under- 
graduate and post-graduate teaching. The revised re- 
commendations were adopted in 1953 and circulated to 
Universities and medical colleges for implementation 

As regards post-graduate medical education, in 1950, 
a Sub-Committee was formed to consider the reports re- 
ceived from the different Universities regarding post- 
graduate medical instruction. The Sub-Committee drew 
up draft recommendations on the subject, which were 
forwarded to the Universities for their comments. In 
November, 1952, the Council adopted recommendations 
on post-graduate medical education regarding nomencla- 
ture of the degrees, courses amid periods of studies, exa- 
minations recognised, training institutions and teachers, 
and they were forwarded to the Universities. In 1953, 
a Post-graduate Medical Education Committee was form- 
ed to advise the Council on matters relating to post- 
graduate medical courses, standard of examinations, 
teaching and training requirements, inspection of faci- 
lities and examination, etc., with powers of co-opting 
additional members, including specialists who may not 
belong to the Council and also for the formation of Sub- 
Committees for consideration of special subjects as and 
when necessary. Seventeen Sub-Committees for various 
specialities were formed to draw up the syllabus etc., 
in each subject. The Committee and the Sub-Commit- 
tees have done very useful work and your Executive 
Committee have recommended their renewal for another 
term of five vears with the same membership 

In an effort to provide better medical services for 
the great and growing population of our country, the 
Government and the Council have been engaged in 


various programmes to secure a large increase in the 
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number of qualified medical practitioners. This has 
been done by establishing new medical colleges or by 
up-grading to University standards institutions which 
previously trained licentiates. Some of the new up- 
graded medical colleges have been affiliated to Univer- 
sities, which have for many years granted medical 
degrees. Others have been affiliated to or incorporated 
in new Universities or in Universities which previously 
had no medical faculties. 

The high standard of medical education and _ train- 
ing has been maintained by our Council by instituting 
inspections of teaching facilities at various Colleges and 
the examinations of the Universities, periodically as well 
as when a College or a qualification is to be recognised 
for the first time. 

Since I took over in 1951 as President, the number 
of Colleges has increased from 30 to 51 and by the end 
of the 3rd five vear plan, the number is expected to rise 
up to 67. Admissions to the medical colleges have 
increased from 2,500 in 1951 to 4,600, and by the end of 
the 3rd five year plan, i.e., 1955-66, these are expected 
to go up to 6,000. The number of medical practitioners 
in 1951 was 59,000. It has now increased to 80,000 and 
it is expected to reach the figure of 1,02,500 by 1965-66. 
The number of medical institutions, hospitals and dis 
pensaries has increased from 8,600 to 12,000, and is ex- 
pected to reach the figure of 17,000 by 1965-66. The 
number of hospital beds in 1951 was 1,13,000. It has 
now increased to 1,55,000, and by the end of the 3rd five 
year plan, if the present tempo of progress is maintained 
a target of 3,60,000 will be achieved in 1965-66 

The primary task of the Council has always been that 
of creating or sustaining a sufficiently high standard of 
medical education. It has no doubt been helped by many 
developments in the country as a whole and notably by 
the increasing vigour with which the Universities, both 
old and new, have applied themselves to the task of 
educating medical students. Nevertheless the Council 
may fairly take some credit for the great advances that 
have taken place since 1950-51. 


The Council, however, could not and cannot allow 
an increase in the number and scope of the institutions 
at the expense of quality. The ultimate aim of the 
Council has all along been that the basic medical quali 
fication in the country should not be lower than the 
M.B.B.S. standard Further, human life should not be 
left in the charge of inadequately trained medical men. 
Your Executive Committee has, therefore, resolved that 
in event of the existence of more than one Medical 
Colleges in each State and in some cases even more than 
one Universities offering craduate and post-graduate 
training in different branches of medical science, the 
State Governments should consider the advisability of 
continuing such purely examining and diploma granting 
institutions such as the College of Physicians & Surgeons 
of Bombay and the State Medical Faculty granting 
M.M.F. etc., particularly when these bodies have ceased to 
grant licentiate qualifications for which they were origi- 
nally established. Keeping in view the present set-up 
of medical education in the Universities, under the direc- 
tion of the Executive Committee, the State Governments 
have been requested to communicate their views in this 
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matter and their replies, when received, will be given 
due consideration. 

It is of course realised that the present-day pattern 
of the State policy lays prime importance on social wel- 
fare. Specialisation of medicine or in other words 
nationalisation of medical aid is but a step in the 
right direction. However, the gigantic organisation re- 
quired to meet the problem adequately is not yet in sight, 
principally due to the paucity of resources as well as 
trained medical personnel. Therefore, I would like to 
suggest to the Government to proceed slowly while 
implementing the basic principles in practice so that 
the change should be very gradual. To that end, during 
this and the subsequent plan periods, I would point out 
the desirability of introducing this change initially in 
the rural areas. Urban medical profession, if need be, 
can look after the persons employed in organised insti- 
tutions like Banking, Shipping, Insurance and other 
industrial organisations. Let the pace be 
socialisation, but let it be gradual so as to permit the 
large urban and rural medical profession to make appro- 
priate psychological and practical adjustments. More- 
over, it will be impracticable for the State to embark on 
nationalisation on a wide scale at this stage. 

Apart from the momentous changes in India’s poli- 


towards 


tical, social and economic structure giving rise to vari- 
ous problems in medical education and health care of 
the people, the Medical Council of India have been 
watching 
revolutionary that have been taking place in the field 


closely the changes both progressive and 


of medicine in different countries. In order to keep a 
closer watch over our own progress, the Council has 
decided to have periodical rounds of inspections after 
every five years for under-graduate courses and inspec- 
tions have been carried out and are being carried out 
accordingly. 


During the past 8 years, 63 inspections of the facili- 
ties for teaching and the standard of examinations relat- 
ing to under-graduate medical qualifications have been 
carried out. These inspections included periodical ins- 
pections as also inspections with a view to grant recog- 
nition to further under-graduate qualifications, as a 


result of which 13 more qualifications have been added 


to the Schedules of recognised qualifications. In order 
to help and guide the medical institutions in their deve- 
lopment on the right lines 24 inspections by Visitors of 
the Council were carried out during this period. In 
my opinion inspections by the Council’s Visitors should 
be more frequent so that Members of the Council can 
visit institutions and Universities and give them the 
benefit of their advice and explain to them the require- 
ments of the Council in various matters. 

Certain post-graduate medical qualifications of some 
universities have already appeared on our schedule and 
subsequently, some such qualifications were added on 
receipt of necessary information from the licensing body 
concerned It was, however, considered necessary that 
inspections on behalf of the Council for post-graduate 
medical qualifications as well, should be pre-requisite 
for recognition especially when the Council in 1953 had 
adopted their recommendations on post-graduate medi- 


cal education. Therefore, since then inspections have 


been carried out and are being carried out to assess the 
standard of the examinations and facilities for the 
teaching of post-graduate medical qualifications granted 
by the various universities and licensing bodies, on 
receipt of their request through the Central Govern- 
ment. So far 118 such inspections of 
examinations and facilities for teaching have been car- 
ried out by the Inspectors of the Council and 21 post- 
graduate medical qualifications have been included in 
the Schedule, while the recommendations of the Council 
relating to 34 post-graduate qualifications are receiving 
the consideration of the Government of India, and 
observations of the Universities concerned are being 
awaited in 58 cases, while in 5 cases re-inspection has 
been decided upon. As regards Public Health qualifica- 
tions, according to the ruling of the Government of 


post-graduate 


India such qualifications cannot be included in our Sche- 
dule until the Act has been amended and as such the 
matter was not pursued. 

In our recommendations on professional education, 
we have laid down general principles and the require- 
ments with regard to teaching in Midwifery, in respect 
of instructions as well as attendance to labour cases by 
in the Maternity Hospitals and in_ the 
patients’ homes. Under the direction of your Executive 


students 


Committee detailed information with regard to the con- 
ditions prevailing at the various medical colleges regard- 
ing teaching in Midwifery was obtained, including the 
information about the increase in number of confine- 
ment cases during the last 5 years and also regarding 
increase in time allotted to clinical Midwifery. The 
information so collected was tabulated and placed before 
the Council at its meeting held on the 27th September, 
1957. Such survey will be done after every period of 
5 years. 

The Council has realised that for the successful 


growth of teaching centres, the teaching personnel 
should be of adequate standard and experience. In 
order to ensure this important aspect of medical educa- 
tion, the Council has laid down the minimum academic 
qualifications and teaching experience required for the 
different posts in medical colleges and attached hospi- 
tals. In view of the difficulties experienced by local 
authorities appointments, the 


Council decided in 1955, that in case of appointments of 


regarding short-term 
teachers for a maximum period of six months, the quali- 
fications recommended bv the Council might not be 
strictly adhered to. I am glad to say that the appointing 
authorities have invariably kept in view the qualifica- 
Council, making 
In case of any doubt or diffi- 
culty references have been made to us and we have 
given guidance during this period in 83 cases concerning 
individual merits. 


tions recommended by the while 


ippeintments of teachers. 


For efficient teaching it is important that personal 
attention should be given to every student. Therefore, 
the Council has recommended a teacher-student ratio of 
1 to 10. At any rate the number of students entrusted 
to one teacher ought not to exceed 12. In order that a 
teacher should devote his full attention to teaching 
work, the Council has recommended that there must be 
at least one whole-time unit in each clinical department 
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under the Professor in the subject. This unit is also 
expected to function as a connecting link between the 
clinical departments and the distribution of clinical work 
among the students during the term of their hospital 
practice and to help in promoting research. 

In order to maintain uniformity of standards and 
also to improve medical teaching in all its branches 
throughout the country, in 1952 your Executive Com- 
mittee forwarded to the Universities for their views, 
the proposal that exchange of teachers be effected, from 
time to time between inter-State and inter-University 
Colleges, teaching under-graduate and post-graduate 
students in Medicine. In 1953, the Executive Committee 
considered the replies received from various Universities 
and had expressed the opinion that as an initial measure 
exchange of teachers might be arranged between colleges 
within one State or Colleges under different Universities. 
The detailed arrangements for such a scheme have been 
left to the Universities and the colleges concerned. 
This opinion of the Executive Committee has been for- 
warded to the various Universities and Medical Colleges. 

In the interest of sound and progressive medical 
education in the country, it is essential that proper 
amenities and adequate pay and service conditions 
should be provided for the teaching personnel. To that 
end we represented the matter to the authorities of 
various institutions and they agreed in principle to 
ameliorate the service conditions of the teaching staff. 
In March, 1957, the Council adopted a resolution on the 
subject urging upon the Government of India and State 
Authorities the necessity of ensuring that the teachers 
in Medical Colleges are properly paid and that they are 
provided with adequate amenities and are retained in 
teaching appointments up to the age of 60 years. I trust 
that the recommendations of the Council would bear 
fruit and the financial difficulties would be overcome 
ultimately. 

I agree with Allen Gregg that research done on the 
diseases of Indians by Indians in India offers far greater 
returns than research on the diseases of Indians done in 
India by foreigners or research on the diseases of other 
nationalities done by Indians abroad. Unlike scientific 
and industrial research, medical research does not 
attract attention of private sector because of the lack of 
profit motives and implications. Therefore, sufficient 
money has to be provided on government level for re- 
search facilities. I am aware that medical research is 
being done in certain spheres by certain agencies, but 
that is not enongh. Research must play a_ very 
important role in both teaching and non-teaching insti- 
tutions. The medical colleges provide considerable 
material and opportunities for research work with proper 
encouragement and facilities. In view of this the Coun- 
cil at its meeting held in September, 1957 drew the 
attention of the Universities to its recommendations on 
post-graduate medical education and that they should 
set up a department of post-graduate medical education 
on research with the Universities. The Universities 
were requested to consider the desirability of providing 
facilities for training and research for the students as 
also of arranging for the appointments of teachers of 
the proper type, for different subjects of post-graduate 
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study. The necessary information in this connection 
is being received from the various Universities and then 
the matter will be placed before you. 


I feel that a few basic facts must be borne in mind 
with regard to research work of any kind. There are 
two separate categories, namely individual research work 
and organised research. Organised research involves a 
prior delineation of various problems belonging to 
diverse branches of medical science and an orderly exe- 
cution through specially selected teams working under 
one co-ordinating agency. Individual research is much 
more limited in scope since the definition of a problem 
as well as its execution are the enterprise of a single 
individual, but it can be equally creative and no less 
original than organised research. It would give further 
impetus to research if our pharmaceutical manufacturers 
give facilities to our graduates for study and research, 
as is being done abroad by providing special labora- 
tories, hospitals, beds and scholarships for research 
workers. The selection Board or authorities have to 
be careful in selecting a candidate for a specific type of 
research with due regard to his or her aptitude for a 
particular subject. A large number of persons should 
be employed with plenty of encouragement for various 
research problems at different teaching and non-teaching 
institutions. The final selection should be made only 
after assessing the type and the quality of the work 
each has put in. They should be paid adequately and 
should receive adequate amenities after retirement. Such 
young men should be harnessed in large numbers for 
the investigation of chosen problems in basic and clini- 
cal medical sciences. 


Post-graduate medical education is an integral part 
of research and therefore, should be compulsorily or 
necessarily allied to research work. It is obvious that 
only a research minded teaching staff can inculcate and 
infuse the spirit of active research in students of post- 
graduate classes. Scrupulous care has to be exercised 
in the selection of such a staff, suitable remuneration to 
be assured, commensurate facilities in the form of well 
equipped departments and freedom from unnecessary 
and unrelated duties have also to be provided. Then 
only can the appropriate background for research be 
created. To this end, a permanent and ever expanding 
cadre of research personnel, ought to be established for 
original research and post-graduate medical education. 
\ long-term policy is thus required in the interest of 
medical education and research instead of what is now 
being done, when workers are employed only for short 
periods for research projects. 


For medical education as well as research, various 
departments of the teaching institutions and hospitals 
require an adequate number of well trained technicians. 
The dearth of technicians is felt as much as the dearth 
of the medical and the nursing personnel. I strongly 
feel that this problem can be met by creation of a cadre 
for this auxiliary personnel for purposes of training and 
employment. Young men of promise can be sent abroad 
for advanced training so that, in due course of time, 
manufacture and maintenance of appliances and appara- 
tuses can be indigenously carried out. 
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I trust the the reconstituted Council after the 
implementation of the new Act, will endeavour to imple- 
ment research set-up through the proper channels in 
ach department of the Medical Colleges in India in the 
next five years of its regime, so as to improve the pat- 
tern of under-graduate and post-graduate medical edu- 
cation and thus raise the standards. 


It is my firm belief that we cannot go ahead in 
solving our educational problems and in the provision 
of relief work without securing a sound basis for re- 
search in each department of the Colleges. 


At present this Council has no disciplinary ethical 
powers in relation to medical practitioners. Control of 
medical practice and maintenance of discipline among 
registered practitioners according to the code of medical 
ethics are the responsibility of the State Medical Coun- 
cils in various States. In order to have a uniformity in 
the provisions of the code of medical ethics and in the 
provision of disciplinary measures, the Medical Council 
of India has drawn up a code of medical ethics which 
has been forwarded to the State Medical Councils for 
their guidance. This code will be incorporated under 
the new Act. The Council has also constituted a Penal 
and Ethical Committee to which references received 
from the State Medical Councils with regard to ethical 
and penal matters are referred to, for examination and 
opinion and thereafter, they are considered by the Exe- 
cutive Committee and the Council. So far 7 such cases 
referred to us have been disposed of by your Penal 
and Ethical Committee and 4 are under consideration. 
Your Executive Committee has recommended to you 
that the term of the Penal and Ethical Committee be 
renewed for another 5 years with the same membership. 
Under the new Act the Council would be called upon to 
maintain an All India Medical Register and also to 
deal with attendant penal and ethical niatters. 


To promote cultural relations between foreign coun- 
tries and India our Government has been granting 
scholarships to students of foreign countries, where 
educational facilities are not available to enable them 
to come to our country for such higher education and 
research as we could provide. Many such students have 
been referred to us by the Government, in order that 
facilities might be provided to them for higher medical 
education and research. We have co-operated fully with 
the Government in the fulfilment of this laudable object. 
It has, however, not been possible for us to commend 
the benefits of the Cultural Scholarships’ Scheme 
to visiting students whose pre-requisite educational 
standard, pre-medical and medical, has not been found 
sufficient. 

The Government of India had referred to us_ for 
opinion the resolutions of the 3rd Health Ministers’ Con- 
ference, held in 1950, relating to the standards of train- 
ing in the indigenous system of medicine and homoeo- 
pathy and about having common instructions in non- 
clinical subjects for students of modern and indigenous 
systems. The incorporation of research on modern 
scientific lines with indigeneous systems is certainly 
desirable. It is also necessary that proper arrange- 
ments for training teachers and research workers be 
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made by the State and the fruit of research which can 
stand modern scientific tests be incorporated in modern 
medicine. As decided by the Council the Government 
has been informed that there should be only one system 
of medicine in India, viz., the modern system of medi- 
cine with a uniform standard as prescribed by the Medi- 
cal Council of India. Further, there being such funda- 
mental differences in theory and _ practice between 
modern medicine, the indigenous systems of medi- 
cine, and homoeopathy, it would be impossible and un- 
satisfactory from the point of view of the interests of 
the students and of the advancement of these systems 
to arrange for a simultaneous teaching of modern medi- 
cine and of any of these other systems during under- 
graduate course in modern medicine. Therefore, the 
Council has expressed the opinion that the study of 
indigeneous systems and homoeopathy should be pro- 
moted only as post-graduate course of training after the 
intending practitioners have obtained the basic qualifica- 
tion in modern medicine as is the case in respect of 
homoeopathy in U.K., the continent of Europe and 
America. The Council has therefore, considered it essen- 
tial that every person trained hereafter to take up the 
profession of medicine, should have a basic qualification 
in modern medicine, in order that the provision of ade- 
quate curative and preventive medical care, to the civi- 
lian population and to the Armed Forces, may be facili- 
tated and that India may increasingly participate in in- 
ternational health work, in her own interests and those 
of other countries. 

In pursuance of the Medical Act of 1950, the General 
Medical Council requires 12 months’ iniernship before full 
registration in U.K. A provision was made, however, 
for temporary registration which could be availed of by 
students for higher medical studies. So as to ensure 
that medical practitioners should have had experience 
in hospitals or other approved institutions before they 
are granted degrees and finally registered. We have also 
introduced in our recommendations on prefessional edu- 
cation, post-examination training corresponding to the 
internship as envisaged by the General Medical Council 
of U.K. Your Executive Committee have under consi- 
deration the question of recognition for post-examina- 
tion training not only in those hospitals which are attach- 
ed to teaching institutions, but suitable civil and military 
hospitals as well. 

In spite of our anxiety and efforts to improve our 
relations with the General Medical Council of U.K., 
many Indian qualifications recognised by our Council 
and included in the Schedule, remained unrecognised by 
that Council and when I went to U.K. in January, 1951, 
I took the opportunity of spending some time for the 
purpose of discussing matters relating to the recognition 
of Indian degrees with the authorities of the General 
Medical Council. In December, 1953, Sir David Camp- 
bell, President of the General Medical Council, paid a 
visit to this country with a view to discussing fully with 
me and other authorities here the outstanding questions 
of recognition which had been the subject of corres- 
pondence between the two Councils. He had _ visited 
Bombay, Poona, Madras, Mysore, Calcutta, Delhi, Agra 
and Gwalior, and in each centre he was given every 
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and to have talks with the staff. 

In his Presidential address to the General Medical 
Council, dated 25th May, 1954, Sir David Campbell in- 
formed the Council that from his experience, he was 
convinced that the Medical Council of India have been 
very earnest in their efforts to maintain and to improve 
the standard of medical education and in spite of the 
difficulties, they have been on the whole successful. Sir 
David has himself stated that his visit to India was not 
and could not be in any sense of the term an inspection. 
As a result of the discussions we have had with him 
and what he had seen for himself, the General Medi- 
cal Council has recognised tht M.B.B.S. degrees grant- 
ed by the Universities of Bihar, Gauhati, Gujarat, Poona, 
East Punjab, Utkal, Nagpur, Rajputana, Baroda, Agra, 
Delhi, and also the qualifications of M.M.F. (West Ben- 
gal) and M.C.P.S. of College of Physicians and Surgeons, 
Bombay. The question of recognition of the M.B.B.S. 
degrees of the Universities of Mysore, Osmania and 
Kerala, are under consideration. It is however, re- 
gretted that the General Medical Council could not see 
its way to giving retrospective recognition to some 
Indian qualifications in the same manner as they have 
been recognised under the Indian Medical Council Act, 
1933. We shall continue our efforts not only to improve 
further our standards in medical education, but also to 
have fair schemes of reciprocity with other countries. 
Indla is now an independent country and it behoves us 
to see that reciprocity in the matter of recognition of 
medical qualifications should not be dependent on re- 
cognition through any body or agency other than the 
Medical Council of India. 


As you are aware, in the interest of medical relief 
and medical education in India, we have adopted reso- 
lutions under which foreigners and Indian citizens hold- 
ing non-scheduled medical qualifications are allowed to 
register with the State Medical Councils. This provi- 
sion has been made so that Indian citizens should not 
be deprived of their livelihood after obtaining medical 
qualifications from foreign countries with which recipro- 
city could not be established. Secondly, India should 
not close her doors to foreigners if they come here to 
help in the progress of medical relief and medical edu- 
cation. Under these resolutions, 149 foreigners and 22 
Indians holding foreign non-scheduled medical qualifica- 
tions have been allowed registration during my steward- 
ship. 

The existing 1933 Act was enacted when India was 
under foreign rule and in spite of the inherent handi- 
caps in this Act about which the Council has been re- 
peatedly voicing its views, the Council has done its best 
to serve the purposes of the Act within its limitations. 
As you know, the Indian Medical Council Act, 1956 is 
going to be enforced before long and it would devolve 
greater responsibilities and powers on the Council. I 
may briefly mention the salient points of this Act. 

(a) At present the membership of the Council con- 
sists of 39 members, but under the new Act the number 
would increase to 67. This would include 8 members 
nominated by the Central Government, 13 representa- 
tives of the State Governments and 25 representatives 


opportunity to see the medical colleges and hospitals 
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of the Universities having medical faculties, 14 repre- 
sentatives of the registered Medical Graduates and 7 
Licentiates. 

(b) The term of office of the Vice-President is for 
two years at present, but under the new Act it has been 
extended to five years. 

(c) A provision has been included in the Act that if a 
member is absent from three consecutive ordinary meet- 
ings of the Council without excuse, or if he ceases 
be a member of the Medical Faculty or if he ceases to 
be a person enrolled on the State Medical Register con- 
cerned, as the case may be, he shall be deemed to have 
vacated his seat on the Council. 

(d) The number of members of the Executive Com- 
mittee has been raised to a maximum of 10 as against 
5 at present, besides the President and the Vice-Presi- 
dent who will be ex-officio members. 

(ec) A significant provision has been added that a 
member of the Council shall hold office for a term of 
five vears from the date of his nomination or election, 
or until his successor shall have been duly nominated or 
elected, whichever is longer, but the successor in a 
casual vacancy would hold the office for the remaining 
period of the term of the original member. 

(f) As regards reciprocity a provision has been added 
that where the Council has refused to recommend any 
medical qualification, the Central Government after con- 
sidering such application from the authority concerned, 
after obtaining from the Council a report, if any, as to 
the reasons for any such refusal, may by notification in 
the official gazette amend the schedule so as to include 
such qualifications therein. The Act containing three 
such schedules as follows : 


(1) The First Schedule would contain recognised me- 
dical qualifications granted by Universities or 
Medical Institutions in India. 

(2) The Second Schedule shall contain recognised 
medical qualifications granted by medical insti- 
tutions ontside India. 

(3) The Third Schedule has been divided into two 
parts : 

Part I would contain recognised medical quali- 
fications granted by medical institutions not in- 
cluded in the Ist Schedule but recognised in the 
States. 

Part II would contain recognised medical quali- 
fications granted by medical institutions outside 
India not included in the Second Schedule, i.e. 
such qualifications which would be recognised by 
the Council for registration purposes on indivi- 
dual merits. 


(g) In the field of medical education the responsibility 
of the Council is extended beyond the under-graduate 
stage into the post-graduate or post-qualification stage 
and the Council has been authorised to _ prescribe 
standards of post-graduate medical education for the 
guidance of the Universities, and to advise them in the 
matter of securing uniform standards. For this purpose 
the Central Government would constitute from amongst 
the members of the Council a Post-graduate Medical 
Education Committee consisting of 9 members, all of 
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whom would be persons possessing post-graduate medi- 
cal qualifications and experience of teaching or examin- 
ing post-graduate medical students. Six members of 
this committee would be nominated by the Central Gov- 
ernment and the remaining three members would be 
elected by the Council from amongst its members. The 
Post-graduate Committee has been authorised to co-opt 
as and when necessary one or more members qualified 
to assist in that subject. The views and recommenda- 
tions of the committee would be placed before the 
Council and if the Council does not agree with the re- 
commendations made by the Committee on any matter, 
the Council would forward them together with its obser- 
vations to the Central Government for decision. 

(h) Another important function which has been allot- 
ted to the Council under the new Act is the maintenance 
of an Indian Medical Register containing the names of 
all persons who are for the time being enrolled on any 
State Medical Register and who possess any medical 
qualification of any recognised University. The manner 
in which the register shall be kept will be decided by 
the Council under their regulations to be framed with 
the previous sanction of the Central Government. There 
will be no direct central registration and the medical 
practitioners would continue to be registered with the 
State Medical Councils. 

(i) In the case of appeals against the decisions of the 
State Medical Councils the Central Government would 
consult the Council before deciding the issues. 

(j) With a view to affording facilities of registration 
to the students undergoing post-examination training 
as envisaged in our recommendations on _ professional 
education, provision has been made for provisional re- 
gistration for clinical practice. 

(k) Further the Act has provided for registration as 
well of sanitary science, public health etc. as additional 
qualifications. 

(1) The person whose name has been entered in the 
Indian Medical Register has been given the privileges 
under the Act to practice as a medical practitioner in 
any part of India and to recover in due course of Law 
in respect of such practice, any expenses in respect of 
medicaments or other appliances or any fees to which 
he may be entitled. 

After the enforcement of the new Act you will be 
called upon to frame the regulations to carry out the 
purposes of the Act as required under section 33. I 
hope under the new Act, the Council will be able to 
function more effectively and usefully in the matter of 
providing efficient and qualified medical aid to the 
teeming population of the country. 

At the outset I referred briefly to the Indian Medical 
Council (Amendment) Bill 1958. The Statement of objects 
and reasons given by the Union Health Minister Shri 
Karmarkar explains that : 

“Before the Indian Medical Council Act, 1956 (102 of 
1956), can be brought into operation, it is necessary 
that action is taken by the States (more particularly the 
recognised States) to get the State Medical Registers 
prepared as the Medical Council to be constituted under 
the Central Act will consist, among others, of members 
elected from among themselves by persons enrolled on 


the State Registers. Action in this behalf has been or 
is being taken by the State Governments; but this is 
bound to take some more time. In the meantime, it 
has been represented to the Government that unless the 
Act is brought into force, persons possessing certain 
licentiate qualifications and persons who are citizens of 
India possessing certain foreign medical qualifications, 
which are not recognised under the existing Act, will not 
be eligible for enrolment on the State Medical Registers. 
In the circumstances, Government consider that the Act 
should be brought into force without further delay. 
“As soon as the new Act is brought into force, the 
existing Council will cease to function as there is no 
provision for continuing the existing Council, and some 
time will necessarily have to elapse, before a new Coun- 
cil can be constituted under the 1956 Act. As it is 
desirable that there should be continuity in the existence 
of the Medical Council, it is proposed to provide for 
the continuance of the existing Council after the com- 
mencement of the mew Act until the new Council is 
constituted. The Bill gives effect to this object.” 


NOTES AND NEWS 


Medical Educators of World to Hold Conference 


Medical educators from more than 62 countries will 
meet at the Palmer House, Chicago, Illinois, August 30 
to September 4, 1959 to exchange information and consi- 
der the problems of graduate, postgraduate and conti- 
nuing education for the doctors of the world. 

““Medicine—A Lifelong Study” will be the theme of 
the Second World Conference on Medical Education 
organized and sponsored by The World Medical Associa- 
tion in collaboration with the World Health Organization, 
the International Association of Universities and the 
Council for International Organizations of Medical 
Sciences. 

The Programme Committee has invited approximately 
125 speakers from more than 55 countries to present 
papers and has planned the programme with a view to- 
ward devoting adequate time for discussion on each topic. 
Simultaneous _ translation in English, French and 
Spanish will facilitate the exchange of ideas among the 
world’s leading medical educators, investigators and 
practitioners as they seek efficient application of medical 
methods for assisting every doctor to increase his know- 
ledge of medicine concomitantly with the rapid advances 
in medical science. 

In addition to the didactic programme, the American 
Medical Association and the Association of American 
Medical Colleges, as Conference hosts, are offering pre- 
and post-convention tours to various centres of medical 
education. During the Conference week, the five (5) 
medical schools in the Chicago area will be open for 
observation and comparison by the conference partici- 
pants. These schools represent three prevalent systems 
in the U.S.A. for providing medical education—namely 
schools owned and operated by non-governmental, non- 
religious associations; religious ownership and opera- 


tion; and governmental management. 


A technical and scientific exhibit will feature the most 
recent educational aids and methods. Scientific advances 
in technology and the psychology of education will be 
combined to demonstrate the effectiveness of their appli- 
cation in medical education. 

The social programme is being planned to facilitate 
personal contact between the participants and provide 
opportunity for informal exchange of ideas. 


S. E. Asia Conference Proposals on Occupational 
Health 


Guide lines for the setting up and further develop- 
ment of occupational health services in South East Asia 

made necessary by the increased speed of industriali- 
sation—are laid down in the conclusions reached at the 
S. E. Asia Conference on the subject, recently concluded 
in Calcutta. 

The S. E. Asia Conference jointly sponsorded by WHO 
and ILO, recently concluded in Calcutta brought toge- 
ther experts from six countries of the Region. Here 
is a summary of the recommendations. 

Who pays for such services ?—Occupational health 
services, the Conference concluded, are clearly the res- 
ponsibility of the employer. Therefore, within the un- 
dertaking, they should be organised and paid for by him. 
On the other hand, the provision of community health 
services covering workers and their families in the S. E. 
Asia Region is usually a governmental responsibility. 

What care should be provided?—Until community 
health services are fully developed, occupational health 
services should provide a certain measure of preventive 
and curative service, the extent of this being determin- 
ed by local needs and resources. The services should 
cover diseases of non-occupational as well as occupation- 
al origin. 

How shall the services be organised?—The form of 
organisation should be worked out by committees, at 
national, provincial and local levels, and consisting of 
representatives of employers’ and workers’ organisations, 
government and the medical profession. 

Providing the manpower and the knowledge—(1) In- 

stitutes of occupational health should be developed in 
all countries of the Region to provide service, research, 
training and technical information. Use should also be 
made of professional organisations in the field of occu- 
pational health. 
) Training of physicians in occupational health in 
S. E. Asia is necessary and should be given at three 
levels: to the medical undergraduate, the physician 
entering or already working in industry and the physi- 
cian desiring to specialise in the subject 

(3) In organising post-graduate training in occupa- 
tional health it is desirable to undertake joint training 
of various groups in order to enhance future team-work. 

(4) As an interim measure, since fully trained regis- 
tered nurses trained in industrial nursing are not avail- 
able in the Region at present, it is mecessary to train 
a number of auxiliary personnel to do some of the work 


usually entrusted to nurses. 
(5) A suitable number of people trained in first aid 
should be available in every undertaking. Regular 
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courses in first-aid should be given by the industrial 
physician. 

Student engineers, students of various trades, factory 
inspectors, management and supervisors, social welfare 
oticers and workers should be given some orientation 
towards occupational health. One of the main elements 
in the development of an occupational health programme 
should be the health education of both management 
and workers. , 

No progress can be expected without the understand- 
ing and co-operation of both parties and this under- 
standing should be fostered at the earliest stage of deve- 
lopment. 

In establishing occupational health services it is not 
possible to exclude either legislation or persuation—nor 
is it possible to rely on either one or the other as the 
only method. In nationalised undertakings, however, 
eccupational health services should be developed on a 
statutory basis. 

The closest collaboration between occupational health 
services and community health services is necessary in 
order to enable the occupational health services gradual- 
ly to concentrate on their specific tasks. Within the 
undertaking teamwork is absolutely essential in dealing 
with occupational health problems. 


IV International Course on Tomography 


The fourth International Course on Tomography shall 
be held at the Institute University of Genoa, under the 
direction of Prof. Alessandro Vallebona. 

This Course shall last 8 days and deal particularly 
with the recent progresses in tomographical methods. 

The period September-October 1959 has been chosen 
for this meeting. 

Persons interested in attending the course may in- 
form Prof. Neopolo Macarini, General Secretary (Insti- 
tuto di Radiologia della Universita—Ospedale San Mar- 
tino—Genova—Italia) who will give details if requested 


The Nutrition Society, London 


The following is the programme of a symposium to 
be held at the Royal Veterinary College, Royal College 
Street, London, N.W. 1 on Saturday, March 7th, 1959, 
on Rumen Function. The following are the speakers 

Dr. C. C. Balch, (The National Institute for Research 
in Dairying, Shinfield, Reading, Berks); Dr. M. J. Head 
(The National Institute for Research in Dairying); Dr. 
G. A. Garton, (The Rowett Research Institute, Bucks- 
burn, Aberdeenshire); Dr. J. A. F. Rook, (The National 
Institute for Research in Dairying); Miss J. M. Eadie, 
(The Rowett Research Institute); Mr. C. S. W. Reid, 
(Plant Chemistry Division, D.S.1.R., Palmerston North, 
New Zealand, at Physiological Laboratory, Cambridge) ; 
Dr. A. J. Phillipson, (The Rowett Research Institute) ; 
Mr. J. K. D. Dow, (Unilever Limited Food Research 
Department, Colworth House, Sharnbrook, Bedford). 


The Gairdner Foundation Awards 


The Gairdner Foundation today announced its first 
International Awards in Arthritis and Heart Disease, 
totalling $40,000. Medical scientists from England, 
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United States and Canada are included among the seven 
recipients : Dr. Alfred Blalock and Dr. Helen B. Taussing 
of Johns Hopkins University, Baltimore, Md., Dr. Harry 
M. Rose and Dr. Charles Ragan of New York City, 
Profs. W. D. M. Paton and Eleanor Zaimis of London, 
England, and Dr. W. G. Bibelow of Toronto, Ontario, 
Canada. 

The Gairdner Foundation was incorporated in Decem- 
ber, 1957. Its funds derive from personal. gifts of J. A. 
Gairdner, a Canadian industrialist. 


New Bibliography of Aviation Medicine Published 
by Aero Medical Association 


The Aero Medical Association, in co-operation with 
the Library of Congress, has completed arrangements 
to publish a comprehensive annotated bibliography of 
aviation medical literature for 1953, according to an an- 
nouncement by Brigadier General M. S. White USAF 
(MC), Washington, D.C., president of the society. The 
volume will be off the press early in January 1959. 

Entitled, Aviation Medicine: An Annotated Biblio- 
graphy, Vol. II (1953 Literature), the work includes 1,386 
references and abstracts from nearly 200 American and 
foreign journals. Subsequent annual volumes will con- 
tain published reports from the literature of 1954 to 


the present. 


Eradication of Malaria—American Grant to India 


The United States Technical Co-operation Mission 
has made a grant of Rs. 2:8 crores to the Government 
of India in connection with malaria eradication pro- 
gramme, This brings the total U.S. contribution to 
India’s malaria eradication programme to Rs. 48 crores 
for this fiscal year. 

With the new 5,790,000-dollar aid agreement signed 
at New Delhi on December 2, 1958. India will import 
about 7,000 long tons of DDT insecticide, 450 jeeps and 
jeep tracks, 720 microscopes, five million chloroquin 
tablets and books and laboratory equipment. 

This latest U.S. grant is in continuation of Indo- 
American co-operation in the Malaria programme with 
which the United States has been associated since its 
beginning in 1952. It brings the total U.S. support to 
the Malaria control and eradication schemes to date to 


Rs. 23:77 crores. 


Prevention of Leprosy—B.C.G. Vaccine Recommended 


The Scientific Advisory Board of the Indian Council 
of Medical Research has recommended to the Union 
Health Ministry that B.C.G. vaccination should also be 
used on an experimental basis in the prevention of 
leprosy among children, 

The Board, which met at Indore recently emphasised 
the need of integrating the work of maternal and child 
welfare and family planning centres established by the 
Ministry throughout the country. 


The Board sanctioned Rs. 70 lakhs for intensifying 


medical research programmes in India, bd 
The Board appreciated the work done by the working 
parties set up to study the problem of malnutrition in 


India and decided to formulate low-cost menus for dif- 
ferent age groups and for different physical conditions. 

Noting with satisfaction the results obtained by the 
use of calcium in the Indian diet, the Board felt that 
fortification of salt with calcium, or modifying the salt- 
manufacturing process to retain a certain amount of cal- 
cium from the sea water, should be considered. This 
single measure was likely to promote the proper deve- 
lopment of children throughout the country, the Board 


said, 


Five Plants for Production of Drugs—Soviet Experts’ 
Report : Offer of 80 Million Roubles 


The Minister for Industry, Mr. Manubhai Shah, told 
in the Rajya Sabha that the report of the Soviet experts 
on the setting up of drug industries was under the con- 
sideration of the Government and a decision was likely 
to be reached soon, 

Mr. Shah said that the Soviet Government had offered 
80 million roubles to cover the foreign exchange require- 
ments of all the five plants that they had recommended. 

Mr. Shah said that the Soviet team had recommend- 
ed the setting up of five plants for manufacturing various 
drags including antibiotics. They had not worked out 
any cost of production and no firm cost could be estab- 
lished until a unit was set up and had begun manufac- 
turing. The Hindustan Antibiotics at Pimpri was al- 
ready producing 40 million mega units of penicillin 
while other private manufacturers were producing 30 
million mega units compared to Indian demand for 
60 million mega units. 


Medical College Plan 
The U. P. Government has approved the setting up 
of a medical college at Aligarh Muslim University. 
The University has already collected Rs. 75 lakhs for 
the purpose, excluding Rs. 10 lakhs contributed by 
King Saud of Saudi Arabia. 


Protection from Radiation in Hospitals 


In a written reply to a question in the Rajya Sabha 
on November 24, 1958, the Minister of Health, Shri D. 
P. Karmarkar said that there was no proposal under 
the Health Ministry’s consideration at present to pro- 
vide measures for protection from radiation in hospitals. 
It was, however, proposed to consider the question of 
regulation and control of installations where X-rays and 
radio-active substances or other forms of ionising radia- 
tion were used in the next meeting of the Central Conn- 
cil of Health, to be held in January, 1959. 


Supply of X-ray Films to State Government 


In a written reply to a question in the Lok Sabha 
on November 21, the Minister for Health, Shri D. P. 
Karmarkar said that the West Bengal Government had 
asked the Central Government for supply of X-ray 
films. Immediate arrangements were made through the 
State Trading Corporation for the release of X-ray films 
to meet two months’ requirements of the State Govern- 
ment. Further supplies of X-ray filnis ordered by the 
State Trading Corporation against rupee payment are 


expected to be received very soon and the stocks so 
materialised will be distributed amongst the State Gov- 
ernments in accordance with their requirements, he said. 


Family Planning Clinics 

In a written reply to a question in the Loka Sabha 
on 12-12-58, Shri D. P. Karmarkar, Minister of Health, 
said that there was no specific scheme to establish family 
planning clinics district-wise in the country although all 
districts were likely to be covered under the present 
scheme. 

It was proposed that 500 well equipped and staffed 
control should be opened in urban areas and 2,000 in 
rural areas during the Second Five Year Plan period. 
It was also proposed that as far as possible a family 
planning clinic should be opened in all maternity and 
child welfare centres, primary health centres, dispen- 
saries, hospitals and medical teaching ins‘itutions. 

In rural areas, the centres were to be associated with 
the existing primary health centres. Each centre would 
normally cover a population of 50,000. 


Madras Scheme of Sterilisation 


Dr. D. P. Karmarkar said in the Lok Sabha that 
according to available information the Government of 
Madras had instituted the following schemes of sterili- 
sation :— 

(i) Four medical practitioners in Madras city have 
been appointed for vasectomy operations for a period of 
one year. The rate of subsidy was Rs. 25/- per opera- 
tion for a period of 12 months from the date on which 
a surgery was first approved for subsidy under the 
scheme; the rate was reviewed and revised from year 
to vear. The subsidy was restricted to cases of opera- 
tion on persons with an income of Rs. 200/- or less per 
mensem, 

(ii) Scheme of payment of special remuneration of 
Rs. 2/- for each case operated to the canvassers and 
tutors in family planning to canvas and send cases of 
vasectomy to approved surgeries of Government hespi- 
tals. 

(iii) Scheme in Madras city called the ‘Madras City 
Public Employees Family Welfare Scheme’ under which 
concessions had been extended to public employees in 
Madras City, seeking surgical methods of fam ly plan- 
ning. Under this scheme, public emplovees in Madras 
citv who had attained the age of 32, in the case of men, 
and 26 in the case of women, and who had not less than 
three living children were eligible to avail of the con- 
cessions extended under the scheme. For men under- 
- each, 


going vasectomy operation a cash grant of Rs. 45 
and for women undergoing salpingectomy operation a 
cash grant of Rs. 25/- each was payable under this 
scheme. To perform vasectomy operation under this 
scheme, two surgical teams had been set up—one at the 
Government General Hospital and the other at the Gov- 
ernment Stanley Hospital, Madras. As salpingectomy 
was being performed usually immediately after delivery 
and as the medical unit in which such patients were ad- 
mitted for confinement were performing the operation 
of willing patients, no separate surgical unit for salpin- 
gectomy was being set up under this scheme 


CORRESPONDENCE 


The Editor is not responsible for the views 
expressed by correspondents 


Aspects of Medical Practice 


Str,—Medical practice wears a variable pattern in 
different places but the basic characters and general 
governing principles are the same all the world over. 

A rich heritage of correct and ethical conduct has 
been handed down to us from generation to generation 
in our country and it should be the aim and endeavour 
of the medical men and women of today to live up to 
and maintain those high traditions. Some of our great- 
est physicians and surgeons, as some of you may recall, 
were outstanding examples of courtesy and integrity and 
enjoyed the love and respect of the communities among 
which they lived and practised their profession. They 
set by precept and example splendid models of dignity 
and efficiency and were respected leaders of their times 

What should be the duties of the medical men and 
how they should be circumscribed is a question of great 


unportance for our profession. 


Duties—A patient comes to us in his hovr of need 
durine sickness, We must treat him with good will, 
courtesy and sympathy. Where a drug may fail to cure, 
a word of sympathy may assuage the stricken brow 
A medical man is certainly entitled to choose his patient 
but it is not ethical to refuse treatment in an emer- 
gency. Once you have accepted the charge of a patient, 
it is your responsibility to exercise due care and dili- 
gence in the diagnosis and treatment using the best 
means and opitiions available to you The criterion 
from which you will be judged will be the skill and 
professional knowledyxe which your other collegues 
with a similar qualification employ 

You are justified in leaving a patient if your fees 
are not paid when demanded; you cannot leave a patient 
without his consent except for valid reasons. The dis 
covery that the disease is incurable is not a legitimate 
excuse, 

Fees—The question of fees to be charged is a moot 
question. It is very desirable that every medical man 
should formulate in his own mind the scale of fees to 
be charged for each type of service he renders, in accord- 
ance with his qualifications and the conditions prevail- 
ing in the community where he sets up his practice. As 
our profession should always be prepared to make a sacri- 
fice at the alter of humanity, the fees should be lowered 
in proportion to the status and financial resources of the 
patient. Beylond this concession to the indigent, it is 
not correct to cut down the charges. There are always 
the State and Municipal hospitals for the poor and the 
private practitioner has to live in these hard times. 

Secrecy—The possession of any knowledge gained by 
you in the course of your examination and treatment of 
your patient must be considered in the nature of a 
sacred trust and must not be disclosed without the con- 
sent of the patient or on an order from a presiding 


judge in a court of law. 


: 


We come across on many occasions the intriguing 
problem of communicating our opinions to the patients 
and their relatives and friends. Although we are in 
duty bound to tell the patient all the full details of his 
condition, it becomes at times a very difficult task to 
convey to him the extreme gravity of his case. What 
should be our attitude? I think it is a wise procedure 
to communicate to the accredited relation or friend of 
the patient at the earliest possible moment, the exact con- 
dition of the patient but when the danger of imminent 
death approaches we should convey that information to 
the patient himself in guarded terms. I have found that 
such a procedure usually succeeds in reconciling the 
patient to his inevitable end. 

Relation between medical men—I now come to the 
relations which should prevail between the members of 
the medical profession. It is most essential that they 
should be cordial. All fits members should join hands in 
forming local associations for the purpose of friendly 
discussions on medical and scientific subjects. It is only 
by such personal contacts in regularly established so- 
cieties that knowledge can be exchanged and developed. 

Consultants— There are different grades in the medical 
profession, e.g., the consultant, who may be a_ physi- 
cian, surgeon or a_ gynaecologist. He will naturally 
claim higher fees which are his due, but it is right and 
proper that he should always confine himself to the 
work he has assigned to himself and not encroach upon 
the field of a general practitioner. 

Other system of medicine—Modern scientific medicine 
which we practise stands in a class by itself. All other 
so-called ‘Pathies’ are based on unscientific foundations 
and their practitioners have very little in common with 
us. Any synthesis between any of these systems with 
modern medicine is an unnatural hybrid and it is very 
unwise to assist in the birth and growth of such a 
hvbrid. If the powers that be who rule over us wish 
to perpetuate this synthetic phenomenon, let it not be 
our business to assist in the propagation of the species 
If other systems of medicine are allowed to exist in 
the country we can only say let them be. Ours not to 
associate with them. I am etc. 


C. S. THAKAR, 
Bombay Ex-President, I.M.A 


Eye Relief Schemes in U.P. 


S1k,—The U.P. State Government have sponsored Eye 
Relief Schemes in some parts of the State, and some of 
the camps established for this purpose are entrusted 
to persons who are ineligible to be registered under 
the U.P. Medical Act III of 1917. Is it proper for per- 
sons registered under tlhe said Act to be professionally 
associated with persons who are thus not eligible? Does 
it not violate medical ethics? 

This subject was referred to the State Government 
in April 1958 but I have not heard from them yet after 
several reminders, hence I would like to know the 
opinion in this matter from our Association members 
I am ete. 


Banaras Dr. A. K. BANERJEE. 


REVIEWS 


Birth Control for the Layman—By Dr. R. Swaroop, 
M.B.B.S. Second edition, 1958, published by Madhuri 
Publishers, 15, Gokhale Marg, Lucknow, U.P., India. 
Board bound; 834”x5%", 94 pages with 13 photo- 
graphs and drawings; price Rs. 3-75. 


This small book has 13 chapters devoted to discuss 
the subject, in a simple and easily understandable lan- 
guage. The subject of birth control has been expla‘ned 
first, after which considerations have been given to the 
various methods, appliances and techniques available to- 
day, in order to achieve the object of birth control. The 
style and descriptions are likely to impress the non- 
medical readers, for whom the book is written. The 
discussions are reasonably up-to-date, only the generally 
accepted information being passed on to the reader. 
With a better quality of paper, the book would be much 
more acceptable, but would understandably have increas- 
ed the price which in this case appears reasonable. 


Indigenous Drugs of India : Second Edition, revised and 
rewritten by Col. Sir R. N. Chopra, I. C. Chopra, 
K. L. Handa and L. D. Kapur: U. N. Dhar & Sons 
Private Ltd., 15, Bankim Chatterjee Street, Calcutta 12, 
1958. Pages xiv+816. Price Rs. 50/- or 105 sh. (in 
Great Britain). 


During the quarter of a century following the pub- 
lication of the first edition of this monumental work in 
1933 there has been a growing interest in the subject 
amongst the members of the medical profession as well 
as those interested in pharmaceutical products and chemi- 
cals all over the world. 

\fter the termination of the second world war, when 
India wanted to be self-sufficient in her drug supply as 
far as possible, the numerous pharmaceutical concerns 
that came into being, tried to utilise the treasure-trove 
of information contained in this unique and incomparable 
monograph. It threw open new vistas and pointed to 
fresh fields and plentiful sources of utilisable pharmaceu- 
tical materials which were hitherto untapped and un- 
explored. 

References at the end of each section of Indian Medi- 
cal Plants and the list of literature on Indian Materia 
Medica in Part IV, Sections I and III, will bear testi- 
mony to the valuable and original contributions made by 
the original author Col. R. N. Chopra. 

Figures supplied by Dr. B. Mukerji, Director .of 
Central Drug Research Institute, Lucknow, go to show 
that the+ production of pharmaceutical, galenicals, etc., 
is more or less satisfactory. In some of the items there 
is surplus for export also. Unfortunately there is con- 
siderable deficiency in the field of basic chemicals, anti- 
malarial and chemotherapeutic drugs, and antibiotics. 

Indiscriminate exploitation of valuable medicinal plants 
like rauwolfia, belladonna, ephedra, etc., in recent years 
has resulted in an almost complete depletion of a num 
ber of these medicinal plants, condiments and _ spices. 
Improvement of economic medical plants by cultivation 
is presented as a fascinating study and would go to im- 
prove the potential wealth of the country. 


13 
4 
; 
q 
34 


Butazolidin............ 


3.5-Diexe-!.2- diphenyl-4-n-buty!. pyrarolidine 


January 1, 1959 J.1.M. A. Advertiser xxi 


Over the long term more patients 
maintain their improvement on 
Butazolidin-potent, non-hormonal 
antirheumatic agent 
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Manufactured in India by: 
Suhrid Geigy Private Ltd. 


Wadi Wadi, Baroda 


Suppliers: 
Suhrid Geigy Trading Private Ltd. 
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AN EXCEEDINGLY PLEASING AND CONVENIENT FORM 
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PROTEIN - CARBOHYDRATE-B VITAMIN FOOD 
IN CRISP AND DELICIOUS BISCUITS 


Accessible even to lower income groups, because 3 oz. (18 biscuits) supply 
as much protein as 14 seers of milk or 8 oz. boneless lean meat or 7 eggs. 
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Thiamine and Riboflavin | mg. each, Vegetable fat 7.5%, Flavouring 
Agents q.s. 
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CALCIUM 
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Quick assimilation 
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Merits and qualities of a large number of indigenous 
drugs have been recognised not only in the Indian Phar- 
macopoeial List, the Indian Pharmaceutical Codex and 
the Indian Pharmacopoeia but in the pharmacopoeias of 
other countries in Europe and America. They are rather 
too numerous to be mentioned. Rauwolfia has been intro- 
duced into America and the continent as one of the best 
hypotensive and ataractic drugs. 

Recently working on Cissampelos pareira, growing 
abundantly in the lower ranges of the Himalayas, a 
substance has been isolated which is as good a muscle 
relaxant as d-tubocurarine chloride. From Thevetia 
nerifolia, a pure glycoside has been obtained having pro- 
perties and uses similar to digitalis. The use of Plan- 
tago ovata of old India has now been accepted all over 
the world as an excellent agent in irritating conditions 
of the gastrointestinal tract. 

The vastness of the yet unexplored fields may be 
gauged or guessed from the fact that about 2000 reme- 
dies are still there to’ be investigated and “there , is 
likelihood that some of these may be effective in the 
treatment of disease”’ 

The authors have not only served their readers with 
all that is worth knowing on the subject but has proved 
convincingly how very well and worthwhile it will be for 
all who are concerned and interested in it to dive and 
delve deeper and deeper into the rich mines of indi- 
genous materia medica. 

It is impossible to do justice to this encyclopaedic 
work in a brief review, we can only emphasise the need 
for possessing a copy of this precious work on all who 
have anything to do with the study and teaching ; research 
and manufacture, growth and cultivation of the indi- 
genous drugs of India either for scientific or commer- 


cial purposes. 


1957-58 Year Book of Cancer--Compiled and edited by 
Randolph Lee Clark, Jr., B.S., M.D., M.SC. (SURG.), 
D.Sc, (HON.) and Russel W. Cumley, B.A., M.A., PH.D. 
Published 1958 by the Year Book Publishers Inc., 200 
East Illinois Street, Chicago 11, U.S.A. Board bound, 
51,” x8", 523 pages; price $8.00. 


This volume is one of the 15 comprising the Practi- 
cal Medicine Series of Year Books founded in 1900; that 
on Cancer being one of the last few added on to the 
list. This volume appears very ably to serve the pur- 
pose of the book—to provide the reader with concise 
abstracts of the more significant articles in the broad 
field of oncology which appeared during the preceding 
year. As things stand today, it is impossible for the 
physician to have more than the most superficial know- 
ledge of investigations beyond the scope of his own 
professional speciality. With this volume, the various 
specialists, e.g., the pathologist, surgeon, radio-therapist, 
internist, general practitioner, the research scientist and 
others, may learn of the work of their colleagues in 
other fields; the ultimate beneficiary being the patient. 
This book results from the collective efforts of 365 
people who have thoughtfully and patiently given of 
their time and skills. The 124 members of the Editorial 
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Board divided into 24 groups, selected 235 articles from 
a total of 4,000 published during the year for inclusion 
in this Year Book. The articles finally selected come 
from a total of only 84 journals of which 59 are publish- 
ed in the U.S.A. and 25 from outside. A total of 53 
articles have been taken from journals outside U.S.A., 
of these 37 were in English and 16 were in other lan- 
guages. It must be said that the Editorial Board has 
done a great job in wading through such a huge mass 
of literature on the various aspects of cancer; and the 
book is well worth the reading by all concerned in any 


of the aspects of cancer, 


Sir Charles Bell, His Life and Times —liy Sir Gordon 
Gordon-Taylor, K.B.E., C.B., F.R.C.S. and W. Walls, 
M.D., CH.B,, B.SC., F.R.S. (ED.). Published 1958 by 
FE. & S. Livingstone Lid., 1617, Teviot Place, Edin- 
burgh, and London. Board bound, paper jacket, 
84° x6%", 288 pages; price 42s. net, 


The publishers have to be congratulated for their 
series of books of Notable Historical Biographies, to 
which this book seems to be the laest addition. The 
authors have also acquitted themselves exceedingly well 
in the discharge of the task, which must have been a 
difficult one, as one easily appreciates on reading through 
the book. Part of the authors task has been to see 
Sir Charles Bell against the background of his time. 
There can indeed be few decades in the naval and mili- 
tary history of the United Kingdom more glorious than 
those which saw the final victories of Nelson and 
Wellington. For Bell these were the years of his 
struggle, and perhaps no part of his story is more 
inspiring than that in which he sought, with un- 
remitting industry, to establish himself amongst the 
leaders of his profession. That he succeeded in so do- 
ing is now history. Brousing through the book is fas- 
cinating, and tempted by the bold and clear type on 
good paper, one feels inclined to read through to the 
end. The reader even feels a pang of pain while read- 
ing about the terminal years of Bell's life, burdened 
by poverty and tormented by frequent illness. A nicely 
written and well-produced book which enlightens the 


reader in more ways than one. 


Transactions of the Association of Life Insurance Medi- 
cal Directors of America—Sixty-sixth annual meeting, 
Vol. XLI, Edited by James R. Gudger, M.p. Pub- 
lished 1958 from the office of the Association of Life 
Insurance Medical Directors of America, P.O. Box 
594, Newark 1, N.J., U.S.A. Board bound in cloth, 
9” x6"; 279 pages. 

Like its predecessors, this volume contains, apart 
from the lists of officers, executivé council, former offi- 
cers, list of members of the Association, lists of com- 
panies and their representatives; a variety of interest- 
ing and illuminating articles based on the transactions 
of the sixty-sixth annual meeting convened on October 
23, 1957, at New York. All the subjects discussed are 
very important and cover the foremost problems facing 
the medical directors in life insurance work. As is only 
to be expected, three of these discourses concern the 
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subject of hypertension and two more on cardiac affec- 
tions. The discussions have been on a high level and 
indicate the amount of aptitude and knowledge on 
diverse subjects which must go to make a good, efficient 
and understanding medical director in connection with 
life insurance, specially in view of the complexities and 
difficulties brought in by modern advancements in medi- 
cal science, 


Advances in Internal Medicine —Edited by William Dock, 
M.D. and I. Snapper, M.D. Volue IX, 1958; The Year 
Book Publishers Inc., 200 E. Illinois Street, Chicago 
11, Ill., U.S.A.; Board bound, 9” x6”; price $8.50. 


The well-known house of Year Book publishers have 
lately been putting in our hands a series of useful books 
in these volumes of Advances in Internal Medicine. Pre- 
vious to this one, they have published eight such volumes 
of which, volumes 1, 2 and 7 have gone out of print. 
This volume has discussed the subject in the following 
seven chapters: (1) The metabolism of vitamin B,, in 
pernicious and other megaloblastic anaemias, (2) Corti- 
costeroids and infections, (3) Primary and _ secondary 
hyperparathyroidism, (4) Hereditary defects in clotting 
mechanisms, (5) Aetiology and pathology of glomerulo- 
nephritis, (6) Pathophysiology of carcinoid tumours, and 
(7) Some aspects of disordered renal tubular funciion. 
Four chapters are presented by single authors while 
three others are offered by joint authors. But, the 
various subjects have been dealt with as thoroughly as 
is permissible in a book of this type, consistent with 
constant advancement of the medical science and know- 
ledge. Exhaustive references at the end of each chapter 
will help the inquisitive to look up the original works 
whenever necessary. An author index and a_ subject 
index at the end of the book, are additional attractions 
and are helpful for the painstaking reader who will find 
the book not only interesting, but of great help and a 
source of pooled information on the subjects covered. 


An Introduction to the Study of Experimental Medicine 
By Claude Bernard. Translated by Henry Copley 
Green, A.M., with an introduction by Laurence J. 
Henderson and with a new foreward by Prof. I. Ber- 
nard Cohen of Harvard University. Published August 
1958 by Dover Publications, Inc., 920 Broadway, New 
York 10, N.Y., U.S.A. Paper cover, 53” x8”, pages 
xxv+266; price $1.50. 


Known as “the father of experimental medicine’’, 
Claude Bernard is remembered today for such major 
contributions to physiology, as the discovery of the 
vasomotor system; the action of curare, carbon monoxide 
and other poisons; the functions of the pancreas in 
digestion; and the glyvcogenic function of the liver. 
He was the first Frenchman of science to receive the 
public honours usually reserved for political and mili- 
tary celebrities. Strangely enough, Bernard’s own most 
far-reaching discovery was the result of a mistaken 
hypothesis. He believed he could demonstrate the simi- 
larity, between plants and animals in the production 
of sugar. The attempt failed. But his investigations 


revealed for the first time the presence of internal secre- 
tions which are transmitted directly into the blood. 
sernard’s description of how a scientist attacks his pro- 
blems continues to be as splendid a statement of the 
basic features of scientific research as has ever been 
written, its authority being strengthened by the im- 
portance of the author’s scientific achievements which 
are used as illustrations. This book represents the only 
major work of Claude Bernard now available in English. 
Ninety years ago, this great French physiologist saw 
that medicine could be a science rather than an art, 


and set down his observations in this book. One of the 


attractive features of this book is the frankness with 
which Bernard examines the roles of chance and error 
and even preliminary false conclusions in leading even- 
tually to scientific truth. Reading this book one is 
tempted to make the generalisation that sound philo- 
sophical analysis of science can be made only by a 
practising scientist, and the greater the scientist the 
better analysis. The type, paper and binding are good. 
The book should be read by all lovers of the subject 
and admirers of the great Claude Bernard. 


OBITUARY 


Dr. Babu Ram Garg 


Born in 1890, Dr. Babu Ram Garg passed the High 
School Examination from St. Stephens School, Delhi, in 
1910. He qualified in 1915 from King Edward Medical 
School, Indore, and stood first. He did a house job for 
a year and then started private practice in Muzaffar- 


Dr. Basu RAM GARG 


nagar in 1916. He was a great philanthropist. He used 
to send donations to charitable institutions of the town 
voluntarily. 

Dr. Garg was a very active member of the Muzaffar- 
nagar branch of the I.M.A. and held the office of Presi- 
dent for several years. He died on November 11, 1958. 
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P. A. S. has been proved to be of immense therapeutic value in the treatment of 
Tuberculosis as a compulsory adjuvant to Streptomycin. 


PAMICYL 


is our Brand of P. A. S. available as Sodium and Calcium salts and also as 


PAMIZID 


with Isonicotinic acid Hydrazide and Vitamins and lately as 


ANAZID 


Isoniazide salt of P. A. S. acid chemically combined. 
Effective even in resistant cases in doses of 600 mgm. per day. 


Details from: — 


G. D. A. CHEMICALS LTD., 


MANUFACTURERS OF PARA-AMINO SALICYLIC ACID (P. A. S.) 
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Sulphazan 


Highly Efficacious in Injuries 
and Infections of the Eye, Ear, 
Throat and Tooth. ; 


Sulphazan Drop is a Stable 
and Neutral Solution of 
Sodium Sulphacetamide in 
Aqueous Medium It is non-toxic, 
non-irritating and effects high 
local concentration. 


© 


: PACKINGS 

ZANDU PHARMACEUTICAL : : 
WORKS LTD., 10, 20 and Solution in 
Gokhale Road South, Bombay 28 : Bottles of 10, 100 and 450 ml. ; ; 
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Dr. U. RAMA RAU'S HAND BOOK ON 


FIRST AID IN ACCIDENTS 


Revised by: Dr. U. KRISHNA RAU, M.B., B.8., M.L.A. 
Published in: English, Hindi, Tamil, Telugu, Canarese, & Malayalam 

Explains how First Aid should be rendered in Accidents such as:— 
Fractures, Concussion, Fainting, Convul- 
sion, Shock, Collapse, Sun-stroke, Heat- 
Stroke, Asphyxia, Shock from Electricity 
and Lightning, Burns, Wounds, Bites, 
Snake-bite, Bruises, Strains, and Rupture 

of Muscles, Poisoning, Insensibility, etc. 


The book written in popular language with 
many illustrations, and runnin 246 pages 
(Demy I6mo) has been found very useful by 
the lay public in rendering First Aid scientific- 
ally in cases of accidents till the arrival of the 
doctor. Members of the medical profession 
heave found it useful to deliver lectures on First 
Aid to laymen. 

The book is being published since the First Great World War (1914-1919) 
and has run into several editions and thousands of copies have 
been sold, Mines, Factories, Police Forces &c. use these books largely, 


Price Re. 1/- or sh. 2 per copy for any edition. Postage 3 As. per copy, Registration Extra, 
Copies can be had from: Manager, THE ANTISEPTIC, Monthly Medical Journal, 
P. ©. Box 166, MADRAS-! 
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Furadantin first 
in urinary 
infections 


‘Furadantin’ is particularly effective 
in cases of refractory urinary 
infections. It is rapid in action, 
does not involve cross-resistance 
with other antibiotics, and is 
remarkably safe. ‘Furadantin’ is 
entirely suitable for routine use in 


the ambulant patient. 


‘Furadantin’ is issued in containers 
of 25 tablets 


Menley & James, Limited 


141 Fort Street, Bombay 


Sole Distributors: 
Pharmed Private Limited 
PO Box 1185, Bombay 


Incorporated in England with limited liability ) 
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Prolonging 
the 
Middle age 


Appreciation of the process of ageing and its 
relationship to nutrition and metabolism 

is demonstrating that old age need no longer be 
regarded as a period of inactivity and sickness. 
The onset of premature senility at middle-age can 
often be traced to steroid-nutritional deficiency. 
It is precisely for the prevention of this 
deficiency that ‘Geriatone’ has been developed. 


Steroid-Nutritional Compound Bottle 
JOHN WYETH & BROTHER LIMITED 


(Incorporated in England with Limited Liability) 


. 
a’ Steelcrete House, Dinshaw Wacha Road, Bombay | 
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The Journal of the Indian Medical Association reaches the reader in India (and 
Pakistan) by the first and third week of every month. 
If any reader does NOT RECEIVE his copy by the 7th or 22nd, he should please :— 
(a) check up once again at his own place 
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Plea ihe spelling of your name and address on the Journal-wrapper. 


: incomplete or inaccurate, please let us know, without delay. 
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nessa. Flatulence & Dyspepsia 


Anti-allergic 
Anti-spasmodic 


Sky 
Compd. 
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UNICHEM 


2 injections 
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prompt response 
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